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To a detached observer, the material advances made by 
man in the first half of this century have been astonishing. 
The harnessing of the forces inside the atom to create or 
destroy, the conquest of the air, of under the sea, and now 
of Space itself, represent a pace of technical achievement 
never witnessed before. Its almost breathtaking speed 
reminds us of the Spanish conquest of Central and South 
America. All this has been made possible by the advance 
of our knowledge of physics and chemistry and by their 
application to the development of new machines of great 
power, versatility, and precision. If one had to select one 
characteristic of modern science and modern technology 
it would be precision. For it is on the precise and predict- 
able performances of each and every part that depend the 
more complex operations which have made this vast range 
of achievement possible. 

The observer may also notice, perhaps with some 
amazement, that the same people whose control over 
machines has shown such breathtaking advances seem to 
have systematically neglected one, and that a not un- 
important, machine, the human mind. I say not un- 
important, because this is after all the master machine, 
and if it breaks down, heaven knows what chaos will 
descend upon us. 

The reader may at this moment say: “‘ Surely this is 
nonsense ? Have we not seen in the last 60 years the sub- 
conscious mind explored for the first time? Have we 
not witnessed the birth and development of a school of 
psychoanalysis ? Have we not more people majoring in 
psychology than ever before? Is it not said that in New 
York not to have one’s own psychiatrist is as outré as not 
to have one’s dentist ?”” All this is of course true; and 
there is a new interest in mental illness, its causes, preven- 
tion and treatment. However, I am not talking of the sick 
mind, but of the healthy mind, if there be such a thing. 
I am in fact talking about a decline in our ability to use 
language as it should be used, and in our appreciation 
of the proper use of words. 

I hope I may make my meaning clear if I revert to the 
subject of the machine, and this time I mean a machine 
that works on purely physical principles which we under- 
stand. The astonishing accuracy and range of these 
machines has been brought about by controlling every 
process that they carry out—by transferring accurate 
information about the performance of each part to some 
central controlling device that corrects or adjusts the 
behaviour of the parts to some predetermined plan. In 
the colloquial jargon of machine-lovers this is known as a 
feedback system, or in the more grandiloquent tongue of 
Science, as cybernetics. If one goes into the control room 
of a submarine or an aircraft, or a large industrial plant 
or an atomic-energy station, one will see how this informa- 
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tion from the component machines is separately collected 
and, consequently, the whole is coordinated and con- 
trolled. 

Modern physiology has taught us that the human body 
is coordinated and controlled in a similar fashion. It was 
Pavlov and his pupils who taught us that much of the 
ability to learn from experience happens in the same way 
at subconscious levels of the mind. But the spectacular 
achievements of science and technology are the fruits of 
the conscious mind. And it is of this part of the mind that 
language is so important a component. For language is the 
essential, and perhaps the only, medium by which 
information and ideas are transferred from one mind to 
another. Moreover, so far as ideas are concerned, their 
manipulation in the mind—that is to say their transfer 
from one, as it were, compartment of the mind to another 
—is also largely effected through language. It is therefore 
somewhat disturbing to note that there is everywhere in 
the scientific world a progressive decline in the correct use 
of words, chiefly, one might suspect, because of ignorance 
or apathy concerning their proper function. The precise 
and accurate transfer of information, on which the 
modern machine depends, is being increasingly neglected 
in the case of the human mind. 

* * * 


Let us first consider the transfer of information and 
ideas from one mind to another. What here is needed of 
language ? In his commentary on his own life as a writer, 
Somerset Maugham wrote this: ‘“‘ On taking thought it 
seemed to me that I must aim at lucidity, simplicity and 
euphony. I have put these three in the order of importance 
I assigned to them.” I would agree entirely with this, 
but let me explain why. The first requirement of language 
is that it should be understood. The second is that the 
information or idea that is given by one mind and received 
by another should not be distorted in the process. In this 
way information and ideas are easily and accurately trans- 
mitted. Yet in science, medicine, and philosophy this is 
happening to an ever diminishing extent. Let me again 
quote Somerset Maugham: 

“* There are two sorts of obscurity you find in writers. One 
is due to negligence, the other to wilfulness. People often 
write obscurely because they have never taken the trouble to 
write clearly. This sort of obscurity you find too often in 
modern philosophers, in men of science, and even in literary 
circles. . . . Another cause of obscurity is that the writer is 
himself not quite sure of his meaning.” 

With all of these views of Maugham’s I agree. I think, 
too, that writing can and should be beautiful. It needs 
only a little more trouble, that it may please both writer 
and reader. And since we have each but a brief spell on 
Earth, why not let that experience be enjoyable ? I would 
in fact go so far as to say that all universities should insist 
on one minimum standard for all their degrees—in what- 
ever faculty—namely, that the candidate should be able 
to write lucidly and grammatically in at least one language, 
preferably his own. 

However, it is not so much these matters that I want to 
discuss, but rather the increasing tendency of scientists 
in general and medical men in particular to speak, write, 
and indeed think in terms of new words or neologisms 
or technical jargon. This has two disastrous effects: 
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information or ideas are not conveyed because they are not 
understood; or if they are conveyed at all, they are not 
conveyed accurately, either because the technical term 
itself lacks precision or because it is understood differently 
by the minds giving and receiving the information. 

No-one who has tried to keep abreast of new work in 
his own subject, or a cognate subject, or of science in 
general, can have failed to observe how difficult it is to 
understand most contemporary papers, because they use 
words that are new or unfamiliar and whose meaning 
cannot be found in a dictionary, even the newest. Some 
of these new words are necessary. A new element must 
have aname. A new compound must have a name, though 
there are now conventions so that its composition and 
structure may be deduced, by the initiated, from its name. 
A new substance for which evidence has been obtained 
in the body tissues needs a name. A new disease needs a 
name. Sometimes a new idea needs a name. All this is 
accepted; it is one of the less fortunate aspects of the 
growing harvest of scientific method. If that were all, I 
should not be writing this. Unfortunately, however, 
these ears of corn are almost smothered with weeds of 
unnecessary and imprecise neologisms. 

* * * 


As we have noted earlier, the function of language is to 
convey information accurately and from one mind to 
another. Let us take a few examples to show how this 
most elementary function of language is neglected. Here 
is the kind of statement that nearly every editor of a 
medical journal would allow: “ Unilateral nephrectomy 
was performed.” Most zoologists and all doctors would 
understand this. Would a botanist or geologist or a dentist 
or a physicist or a mathematician? Perhaps if he had 
learnt Greek; but how many now have? If he had, he 
would be able to translate it into his native tongue as 
follows: “‘ One-sided kidney cutting was performed.” 
Then why this complicated language ? Why not say “‘ One 
kidney was cut out”? The information conveyed is no 
less precise; it is more concise; and it is understandable 
by all. Here is another: “‘ The drug induced natriuresis 
and kaluresis.” This is from a paper by an eminent 
physiologist in a first-rate physiological journal. Would a 
neurophysiclogist understand, or the average physician, 
surgeon, or obstetrician ? And if not, could they look up 
the meaning of the words? They could not. Nor, 
probably, if they were Greek scholars, would their Greek 
take them all the way. I believe from the data given that 
this sentence means “the drug increased the excretion, 
in the urine, of sodium and potassium ”. This sentence, 
as interpreted, has the advantage that the information 
given is accurate and unequivocal and can be understood 
by all who speak English and know the elements of 
science. Then why did the author not say so, and why 
did the editors allow this sentence to pass ? 

I have chosen these two examples, because the authors 
in question are investigators of distinction, and men of 
culture and sensibility, and the journals that published 
them of the highest standing. These examples make it 
clear, I hope, that such writing is accepted practice, 
though a bad practice. Unnecessary and undesirable 
technical jargon is one of the bad habits of our time. 
I could have chosen many worse examples. Here in fact 
is a list of new words that Dr. Pappworth collected from 
articles in The Lancet in 1958, though they are not in 
fact all new: allergology; centrencephalic; oxalosis; 
chylomicra; ephebiatrics; ataratics; algometer; hypo- 


hyperparathyroidism; polypectomy; pathophysiology; 
cholangiolitis; neurosophical; dysraphicus; undervascu- 
larised; cardiomyopathy; rhabdomyolysis; transfusion- 
ists; centrizonal; thoracologist; histogram; ataralgesia; 
pulhestibs. 

When I contemplate this list and wonder what some of 
these words mean, I am astonished. Have we suddenly 
gone mad, that we tolerate all this senseless jargon, or is 
it that the madness has been creeping up on us so quietly 
that we have not noticed it? I think it is the latter, and 
I will presently try to consider why. 

* * * 


Before proceeding on that quest I would like, however, 
to deal with the deception that technical jargon imposes. 
This danger is the more insidious because as far as I know 
it is entirely, or almost entirely, unrecognised. I would 
like to give four examples: 

The first is shock. This is not a new word, but it came 
to have quite a special meaning as describing a state of 
circulatory failure following wounds: “‘ wound shock ”, 
** traumatic shock ”’, or, as more usually used, ‘‘ shock ”’, 
In the first world war this became so important a problem 
that some of the best scientists attacked the problem. In 
particular, Prof. Walter Cannon from Harvard University 
concluded that the circulatory failure was due to the 
release of a histamine-like substance from the injured 
tissues. The experiments of his fellow-countryman 
Alfred Blalock, and experience in the second world war, 
showed that most of so-called shock was in fact due to 
blood loss. Cannon’s logical mind had been able to 
exclude this in two cases which the clinicians had labelled 
shock, and he therefore felt he could exclude it in all. He 
had in fact been deceived by the term. He assumed that 
because his colleagues used the same term, therefore the 
pathology must be the same in all cases. In retrospect one 
of these cases was probably an example of carbon- 
monoxide poisoning, and the other an example of the 
crushing injury which Bywaters and his colleagues 
described in World War II 

My second example is stress, again an old word, but 
now part of the popular modes of expression in jargonese. 
I am never sure what it means. The classical language of 
biology uses two expressions—namely, stimulus, to des- 
cribe a change in environment, and response, to describe 
the resulting change in the organism. The modern use 
of the word stress we owe to Selye, who used it to express 
the first stage in the common reaction of the mammal to 
a variety of harmful environmental changes. It was thus 
the first stage in the response to certain kinds of stimuli. 
Wolff, who has also written a book with the same title, 
uses it to mean a response by the mind which has been 
conditioned by previous experience. Others quite clearly 
use the word to describe environmental changes, that is 
stimuli. For example, a man is exposed to stress, or, in 
certain examples, to heat stress. This word is now in 
common use, and by the most distinguished scientists 
and laymen. Whenever I meet it, I set it aside, because 
frankly I do not know what it means and I fear it is, like 
shock, another of these words of deception. I find it 
difficult adequately to express my surprise and horror 
that contemporary science should tolerate this confusion 
of stimulus and response. 

Of the third, hypertension, I have written fully else- 
where. Briefly, a form of high blood-pressure was 
recognised that could not be attributed to kidney or other 
recognised specific disease. It was called essential hyper- 
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tension. Having acquired a technical name, it became 
necessary to define it, and thus to place a limit on normal 
blood-pressure. Hence the technical terms normotension 
and hypertension, and the idea that they differed qualita- 
tively. Had height been studied not in terms of feet and 
inches but in terms of normomacria and hypermacria, our 
understanding of it would have been as long delayed as 
has been our understanding of arterial pressure. Here 
again is an example of a technical term, this time a 
neologism, and a beautiful bastard of Greek and Latin is 
the culprit; and again its crime is deception. 

Finally, let me refer to atherosclerosis; now, thanks to 
the drive for research funds in the United States, the 
Reader’s Digest, and the daily press, almost a household 
word. What does it mean? If one were to guess from 
the American Society for the study of it, and from the 
popular press, it means a disease from which an increasing 
number of men die of heart attacks—in other words, a 
disease that Osler called nodular arterosclerosis, a disease 
characterised by fatty cellular intimal plaques on which 
thrombi may subsequently form, particularly in the 
coronary arteries. It is thought that the intimal plaques 
are in some way the forerunners of the thrombus. Is this 
in fact what atherosclerosis means? According to the 
accepted rules of scholarship, it is not. 

Atherosclerosis was introduced by the German patho- 
logist, Marchand, in 1904 in a paper entitled Uber 
Arteriosclerose (Atherosclerose). In this paper he con- 
siders every known lesion of every coat of arteries of 
every size but emphasises the importance of atheroma. 
He concluded as follows: 

** Finally, may I be allowed to make a proposition as to the 
nomenclature. If as we have seen the processes of the primary 
fatty and atheromatous degeneration are intimately involved 
in the sclerosing processes, then the name arteriosclerosis is 
not sufficient to include the entire disease. I therefore would 
like to recommend for this the expression ‘ atherosclerose’ or, 
if you prefer, ‘ sclero-atherosis ’.” 

Thus if you are a scholar and happen to have read 
Marchand’s paper, you mean the whole range of non- 
inflammatory arterial disease. If you are not—and the 
decline in scholarship is the theme of this address—it 
seems that you may use it in any way you please. The 
result is, as might have been foretold, utter confusion. 
Thus aneurysms of aorta and large arteries are nowadays 
commonly described as atherosclerotic. You would fancy 
that the underlying disease should be the same as that 
narrowing the coronary arteries. I am by no means sure. 
Atheroma or nodular arteriosclerosis is primarily a dis- 
ease of the intima. Aneurysm is primarily a disease of 
the media, and I have records of one such popliteal 
aneurysm in which the media was grossly diseased while 
the intima remained intact. To the detached observer, it 
is perhaps a little odd to see so much money being put 
into a subject whose meaning its devotees are not quite 
sure about. I personally would advise the abolition of 
the term atherosclerosis as being a source of utter con- 
fusion. As my colleague Prof. Newcomb liked to point 
out, literally translated it is ‘“‘ hard porridge’. That, 
I think, puts it where it belongs. 

* * * 

I hope I have said enough to convince you that if we 
are to advance knowledge, and not to destroy it—for 
knowledge is a unity, and the sum total of its parts—we 
must set our faces against loose or obscure or unnecessary 
jargon. We must pay attention to the meaning of the 
words we use, ensuring that we use only words whose 


meaning we understand, and, so far as possible, words 
whose meaning others understand. And we must dis- 
courage the introduction and use of unnecessary new 
words. * * * 


Prevention is better than cure. But prevention implies 
understanding of causes. We may therefore ask why 
people, especially doctors and scientists, like to use these 
strange words which other men do not or cannot under- 
stand. I am quite sure that usually it is no more than a 
bad habit which most acquire unwittingly. But its under- 
lying basis is more than that. Its purpose is to advance the 
standing of its user; its method is deception: deception of 
others, and ultimately self-deception. One becomes aware 
of this when medical students begin their clinical work. 
I dare say the same can be seen at other times, but this is 
the time when I first get to know them well. They love 
using new words, particularly technical words. They do 
not know what the words mean, but they feel in a naive 
way that they are advancing along the road to being a real 
doctor when they use them; and perhaps they hope to 
fool me. Usually, they fool themselves. 

This is a very innocuous example, because, as every 
doctor with any trace of sensibility knows, the initiation 
to clinical work is one of the most difficult intellectual 
and personal trials in a student’s career. A more blatant 
example was met in a daily newspaper in Salt Lake City, 
Utah, in 1958. The column is entitled “‘ March of 
Science ”, and the headline reads: ‘‘ Ephebiatrics gives 
teenagers ‘own doctor’ ”’. The text explains that “‘ one 
of the newest interests of American medicine is ephe- 
biatrics, which is concerned with the adolescent ”’. 
Ephebiatrics was a term introduced by Ogilvie in 1954 in 
an article in this journal which drew attention to the 
remarkable development of the young at the time National 
Service was imposed upon them, and the equally exciting 
opportunities that the doctor had of helping them. 
Ogilvie describes how he derived the name: 

** The Ephebos was an Athenian youth who, at the age of 

eighteen, was called upon to perform two years of military 
training and garrison duty, combined with moral instruction. 
The term is also used in a more general sense in Plato’s 
dialogues to describe youths from 18 to 24 who frequented the 
gymnasia and the academies of the great philosophers, the 
group that today would be called undergraduates. I would 
define ephebiatrics as the study of the health problems of men 
and women liable to be called up for National Service, that is 
between the ages of 18 and 25.” 
By coining this term, Ogilvie focused the attention and 
interest of his audience on a topic that many, who had met 
it, had passed by. Four years later the term is being 
exploited. Through the use of this term the public are 
being asked to accept the idea that the proper doctor to 
call in for an adolescent is not a physician or a pediatrician 
but an ephebiatrician. Thus is created a demand, which 
the more cunning and less scrupulous of our colleagues 
foster and supply. And its method is plainly deceptive. 
If these men were called teenage doctors, would the public 
use them and trust them in the same way as if they were 
called ephebiatricians ? 

In the same way the simple undertaker, who in Britain 
provides a coffin and arranges burial or cremation, has 
in the United States become a mortician. In the West 
and Middle West, these specialists treat and deck the 
corpse so that it shall be a suitable centre-piece for a 
reception, an expensive matter if a motor accident has 
been the cause of death. 

Salesmanship, which works in part though deceiving 
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the public, is an accepted part of commercial practice. 
I am not happy that it should be allowed to become part 
of the ethics of science and medicine. It does not seem to 
me to be in the best traditions of our calling. 

To suppose that lapses in behaviour have a cause is, of 
course, part of Freud’s teaching. Perhaps one should 
search deeply for the lapse which is being considered here. 
But the reason which I have given, “ self-advancement 
through deception ”’, seems a reason adequate to cover the 
more flagrant cases. There is of course nothing new about 
this. My late colleague at Christ Church, Canon Jenkins, 
once reminded me that Tacitus wrote “‘ Atque omne 
ignotum pro magnifico est ”, or “‘ And everything that is 
unknown is taken for a marvel’. To clothe a simple or 
familiar idea in strange language is to try to magnify its 
importance. For the rest, I think it is just a bad habit that 
collections of people acquire unwittingly, like swearing. 
And perhaps if it is exposed sufficiently to public view, 
society will do the rest. 

* * * 

Some years ago Miss Dorothy Sayers, whose memory 
I cherish as a scholar and as a writer of detective stories, 
wrote an article in the Hibbert Journal entitled The Lost 
Tools of Learning. She wrote: “ Is it not the great defect 
of our education today that although we often succeed in 
teaching our pupils subjects, we fail lamentably on the 
whole in teaching them how to think. They have every- 
thing except the art of learning.” The lost tools of learning 
to which Miss Sayers drew attention were the trivium 
and the quadrivium of the medieval university. She 
emphasised particularly the trivium (grammar, dialectic, 
and rhetoric), because of its emphasis on method and 
language, and its assistance to the student in learning how 
to express himself elegantly and persuasively. Perhaps 
Miss Sayers and I might differ in the method by which 
we achieve our goal, but my purpose is the one she 
emphasised—namely, to find again the lost tools of 
learning, to restore the proper use of language to its 
pre-eminent place in every intellectual discipline, 
including medicine and science. Unless we find again this 
ancient and basic tool, the vast structure of learning which 
we are erecting will be built on sand. 

As already indicated, I do not think the contemporary 
student with his overburdened curriculum would return 
to the trivium and quadrivium; nor, if he did, would his 
mind necessarily gain. The medieval schoolmen were 
perhaps the greatest of all obstacles to the growth of new 
knowledge won by the scientific method; they preferred 
to argue. 

= * * 

Another approach has been made across the Atlantic. 
Highly specialised institutions such as the Massachusetts 
Institute of Technology have a division of humanities in 
which a department of English is prominent. The purpose 
of such departments is to humanise the scientist. To 
parody Canning, “‘It is mecessary to call in the old 
humanities to redress the balance of the new”. Or to 
interpret the problem in the light of Sir Charles Snow’s 
Rede lecture, the teaching of arts subjects to university 
students of science is a deliberate attempt to mix the two 
cultures. 

In medicine our ancestry has provided us with, I think, 
a better solution. May I remind you that Medicine is one 
of the original four faculties of the medizval university; 
the superior faculties were Theology, Law, and Medicine, 
each approached through the fourth faculty, the faculty 
of Arts. We thus have an ancient tradition of learning. 


The study of medicine is conducive to scholarship and 
writing ; Robert Bridges and Somerset Maugham are recent 
examples. Moreover, to receive, to record, and to transmit 
information accurately and succinctly is a skill that is 
basic to the practice of every branch of medicine. The 
patient’s history at its best and its most useful is a narra- 
tive which can and should have form and beauty in the 
same way as any other literary composition can and 
should have. The ancient universities still use the tutorial 
in which pupils are asked to write essays on chosen topics. 
Many newer universities hope to introduce this practice. 
Woven into the fabric of medical education there are thus, 
or should be, opportunities for students to practise and to 
perfect their style. Medicine in fact has a unique 
opportunity to fuse the two cultures. 

That the standard of self-expression in the so-called 
literature of medicine and science is so lamentable might 
suggest that this opportunity is being lost. The same con- 
clusion would seem legitimate from the abominably low 
standard of composition, verging on illiteracy, which all 
examiners of experience have encountered in the final 
examination, even in the better universities, though the 
frequency lessens in the best. 

I have absolutely no doubt where the responsibility 
for this near illiteracy lies; it lies with the teachers, 
examiners, and editors. If examiners were quite ruthless 
in refusing to pass candidates who could not write 
grammatically or lucidly, and if editors were quite ruth- 
less, as editors like J. N. Langley and Thomas Lewis 
used to be, in refusing to publish papers containing loose, 
ambiguous, or prolix writings—oddly enough the longest 
papers in both journals were by the editors themselves— 
then the fault might be remedied. Reduced to essentials, 
the fault lies with the teachers, because the teachers are 
also, in the main, the examiners and editors. And the real 
tragedy of our contemporary society is that the teachers, 
with a few exceptions, don’t care. 

Some years ago I was examining in one of the better 
universities where a most intelligent reform had been 
made in the final examination. Candidates wrote two 
papers, one of upwards of a dozen short factual questions, 
all compulsory, and the other of one essay to be written on 
one of six topics. One candidate showed gross illiteracy 
in the essay. Sentences were not grammatical, nor were 
words correctly used. Commenting on the examination 
as external examiner, I asked the faculty board to consider 
whether a university was justified in awarding a degree 
in any faculty to a candidate who could not express himself 
or herself lucidly and grammatically in at least one 
language, preferably his own. I regret to say that this 
challenge was ignored. The faculty answered an entirely 
different question, which I had not asked—namely, that a 
candidate should not fail simply because of a bad perform- 
ance in one part of an examination; a blameless conclusion, 
but irrelevant. 

I mention this little incident because I think it shows 
clearly what has been deduced from evidence of an 
entirely different kind, that however often and loudly our 
teachers pay lip-service to the importance of language, 
this is no more than a veneer, and that basically most of 
them either do not care or do not care enough to do 
anything about it. The response is quantitatively insig- 
nificant. The teachers will argue that their function is to 
help the students to satisfy the examiners, and the 
examiners will say that their function is to protect the 
public from ignorant and incompetent practitioners. 
University teachers will argue that skill in writing English 
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should have been acquired at school. And the school- 
masters will tell you that the pressure from the boys is 
to get into the universities through acquiring as many 
marks as possible at A level, in which accurate and lucid 
writing is less important than factual knowledge. And so 
the buck is passed. Clearly no one is to blame, since 
no one is responsible; it just doesn’t matter. 
* * * 


Most of those who have cast a critical and watchful eye 
on medical education would probably agree that it has 
improved considerably in the last quarter century. The 
most glaring exception in my experience is the matter 
I have touched on here. If we grant, as I would hope we 
must, that the human mind has a useful, indeed vital, 
part to play in the contemporary world, then I think we 
must remedy this. To do so requires no addition or 
subtraction from the curriculum, no integration—hori- 
zontal, vertical, diagonal, or helical. All it needs is that 
we teachers should mind, not one of us but all of us; that 
we should be prepared to fail people in examinations 
because they do not show an elementary appreciation of 
language and grammar, to tear up in front of the class a 
history that does not satisfy the elementary rules of com- 
position, and to refuse to publish badly written papers. 
And we must remove the mote in our own eyes by taking 
a little trouble not only with what we say, but how we say 
it. Teaching English should not be the responsibility of a 
special group; it should be the responsibility of every 
teacher. The other chap is not to blame, it is you and me. 
In this way we may perhaps rediscover what, to me, is the 
most useful, as well as the most beautiful, of the lost tools 
of learning. 
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THERE are two main clinical types of diabetes, which 
were described as insulin-deficient and lipoplethoric by 
Lawrence (1951) and were later referred to by Hugh-Jones 
(1955) as type I and type 11. 

Type I occurs mainly under 40 years of age. The diabetes is 
severe in that insulin is required to prevent ketosis and the 
patients are sensitive to its action; the initial insulin requirement 
is variable, but eventually most patients are stabilised on 
35-60 units daily. 

Type-II patients on the other hand are usually middle-aged, 
Overweight subjects who commonly do not require insulin and 
who are resistant to its action. 

In 1955 Hugh-Jones reviewed 215 consecutive diabetics 
who were attending the University College Hospital of the 
West Indies. 13 (6%) cases were found to fit neither 
type I nor type 11. They resembled type I, being under 
40 years of age and underweight at the onset of their 


diabetes, but differed strikingly in their insulin require- 
ment and in their liability to ketosis. They were relatively 
resistant to insulin as they required over 80 units per day 
for adequate or even inadequate control of their diabetes, 
and they showed little or no tendency to develop ketosis 
during poor diabetic control or even in the absence of 
insulin administration. This group Hugh-Jones classified 
asitype:* i". 

Since 1955 similar cases have been reported from 
Malaya (Pallister 1955), Indonesia (Zuidema 1955), 
Ghana (Dodu 1960), South Africa (Campbell and McNeill 
1959), Fiji (Emberson 1960), Belgian Congo (Dricot 1960), 
Brunei (Read 1960), New Guinea (Symes 1960), Kenya 
(Manson-Bahr 1960), Tanganyika (Meredith 1960), and 
Nyasaland (Burnett Smith 1960). In this hospital 11 addi- 
tional cases have been discovered, bringing our total to 24. 
Whether or not type-“‘ J” diabetes is a definite subgroup 
has exercised our minds. Considerable attention has there- 
fore been paid to the course of these 24 cases, and a few 
have been closely investigated. 

Material 

Clinical information is summarised in table 1. Of the 24 
patients 13 were males and 11 were females. The age at onset 
of the diabetes ranged from 12 to 37 years. Cases 1-13 were 
reported by Hugh-Jones (1955), while cases 14-24 have since 
been observed additionally. All the patients were underweight 
when first seen at the hospital, except cases 6 and 15, who were 
of average weight but were included as their course was that of 
type “J”. Cases 3 and 11 had pronounced ketosis when first 
seen, but their subsequent course was also that of the “‘ J ” type. 
The other 22 patients were all admitted to hospital with heavy 
glycosuria but no ketosis. The duration of diabetes before 
admission to hospital ranged from one month to thirteen years, 
but in 15 cases it was one year or less. 7 patients gave a family 
history of diabetes. 

Findings 

Observation of these patients for three to eight years 
(table 1) showed that: (a) 7 no longer required a large dose 
of insulin; (6) 1 was stabilised on a small dose of insulin 
plus 75 mg. of phenformin (D.B.1.) daily; (c) 3 patients 
now required 80 units of insulin daily; (d) 18 patients had 
increased in weight, some by a large amount; (e) 8 had 
shown evidence of ketosis, 1 patient having twice gone 
into diabetic coma and having died in coma at home; 
(f) no patient had been well controlled although recently 
6 had been temporarily adequately controlled. 

The complications noted in the 24 ‘“‘ J ’’-type cases are 
listed in table 11, and for comparison the incidence of these 
complications in a series of 606 diabetics seen at the 
University College Hospital of the West Indies is also 
shown (Tulloch and Luck 1959). Hypoglycemia was the 
commonest complication, being noted in half the “J ”- 
type cases. 

Other investigations carried out on a few “J ”’-type 
cases were as follows: 

Liver biopsy (8 cases).—The histological pattern was normal. 
Enzyme estimations showed no difference in activity of glucose- 
6-phosphatase (5 cases) and aspartic-glutamic transaminase 
(4 cases) in the “J” type as compared with types I and II 
(Patrick and Tulloch 1957, 1959). 

Glucagon administration.—The pattern of hyperglycaemia in 
response to 1 mg. glucagon intravenously was similar to that in 
type-II patients. 

Carbutamide administration (2 cases).—There was no 
response, even to large dosage—10 and 12 g. per day. 

Labelled insulin (2 cases).—After intravenous injection of 
131J-Jabelled insulin the retention of radioactivity in the plasma 
at the end of one hour was 23°; and 72°,. This is within the 
range for diabetics of 15-90°,, reported by Welsh et al. (1956). 
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TABLE I—DATA ON 24 CASES OF “‘ J ”-TYPE DIABETES 
| | 
at | | Duration of diabetes Weight (Ib.) Insulin requirement (units) | Ketosis after 
Case ‘Ageat Sex | (yr.) when first seen — - Cot classification as 
no. | (yr.) at U.C.H.W.I First visit Last visit Maximum Present (1.Z.S.) we fined 
1 | 34/ F | 6 mos. 98 = |) 140s] 94 P.z.1., 50 8.1. 50 Mod. 
2); 2 M | 3 mos. 108 | 134 120 1.2.s. 50 Mod. 
Sia | Fe | 7 yr. | 85 | 102 108 1.2.5. | 35 Mod. ss 
4 | 2 | F 6 mos. 115%, | 148 70 P.Z.1., 30 S.1 36 Poor-good Precoma 
5 | 33 | M | 3 mos. | 110s 131 106 1.2.5. 106 Poor Occas. slight 
6 | 12 F | 5 yr. 133 130 130 P.Z.1., 40 S.1. | 86 Poor—mod Severe x 3 
7 17 | F | 6 yr. 91 | 85 150 1.2.s. | 130 Poor Coma x 2 
ae ke: Ae ee Se 13 yr. | 125 133 100 P.z.1., 80 S.1. 45 | Poor-good Occas. slight 
9'35 | M 4 mos. 122 | 145 80 P.z.1., 160 s.r. 110 Mod. om 
10 | 20 M 3 yr. 136 155 140 1.2.5. 100 Mod 
ll 34 | M 6 mos. | 103'/, 150 175 1.2.8. 80 Mod 
12 | 26 M 1 yr. 118 163 150 1.z.s. 150 Poor 
13 24 | M 1 yr. 88 124 80 P.z.1., 50 S.1 80 Poor 
14/18 | M 8 yr. 125 132 120 1.2.8. 120 Poor i 
a | 3) F 1 mo. 141 127 140 1.2.s. 140 Poor Occas. slight 
16 | 25 M 1 mo. 130 | 115 | 160 1.z.s. 160 Poor ‘6 
17 | 14; M 6 mos. 87 | 102 140 1.2.s. 90 Mod. oe 
18 20 3 6 mos. 977/, | 128 270 1.Z.S 130 Poor-good Occas. slight 
19 ie Se 18 mos. 96 | 74 220 1.2.8 30 1.Z.s.+75 mg. Poor-good Occas. slight 
} phenformin 
20 14 F 2 yr. | 118 240 1.Z.S. 60 ! Poor-good 
21 20 M 1 yr. 77/4 95 200 1.2.5. 80 Poor 
22 22 F 6 mos. 27 124 200 1.2.S. 10 Poor-good 
23 | M 6 yr. 120 139 110 1.Z.s. 90 Poor 
24 22 M 1 mo. 112 150 120 1.2.5. 120 Poor 





P.Z.I. =protamine zinc insulin. s.1.=soluble insulin. 1.Z.s.=insulin zinc suspension. 


Insulin-binding antibodies (2 cases).—The binding capacity 
was less than 5 units per litre in 1 and less than 10 units per 
litre in the other. This is within the range for non-resistant 
insulin-treated cases (Berson and Yallow 1957). 

Pancreatic calcification.—This was noted in 1 out of 7 cases. 

Response to oral administration of fat (3 cases).—A diet of 
1050 calories a day, 900 being derived from fat, was given for a 
week, during which time the patients received no insulin. 
Glycosuria persisted in all 3 cases. Ketosis developed within 
twenty-four hours and was severe at the end of forty-eight 
hours. In 2 patients the CO, combining-power of the blood fell 
from 20 to 14 mEq. per litre on the fourth day. By then the 
ketosis had spontaneously begun to lessen in all 3 cases. 


Discussion 

The criteria laid down by Hugh-Jones for the diagnosis 
of type-“‘ J ” diabetes were: onset in young subjects who 
were underweight, who were relatively insulin-resistant in 
that they required 80 units or more of insulin per day, and 
who did not become ketotic if insulin was withdrawn. 
Of the present 24 cases, 7 now take an average dose of 
insulin and 1 is on a small dose with 75 mg. of phenformin 
daily. 1 patient developed diabetic coma twice before 
dying in coma at home, and 2 have had episodes of severe 
ketosis. Therefore 10 of the 24 patients no longer satisfy 
the criteria for the “J” types. (1 patient who showed 
ketosis also now takes a small insulin dose.) 

A high insulin requirement may be due to (a) excessive 
intake of calories and carbohydrate; (6) irregular adminis- 
tration; or (c) presence in the serum of insulin-binding 
antibodies. 2 of the patients at one time received an 
enormous caloric intake while in hospital—5000 and 3500 
calories per day—but this was not maintained after their 


TABLE II—COMPLICATIONS IN 24 “‘J]”’=TYPE CASES AND A SERIES OF 
606 CASES SEEN AT THE DIABETIC CLINIC, U.C.H.W.1I. 





| 24 “J ’-type cases j 








blak an Series of 
Complication i | 606 cases 
No. | % ("o) 
Ketosis . 6 | 25 j 11:3 
Diabetic coma or precoma 2 | 8:3 3-4 
Cataract 8 | 33-3 15-6 
Retinal changes» 3 | 12°55 12:5 
Hypertension .. 5 20°8 38 
Neuritis 7 29-1 37 
Gangrene 1 41 36 
Infection 5 20:8 19-4 
Proteinuria 4 16-6 10-0 
Kimmelstiel-Wilson syndrome 1 41 
onary tuberculosis 3S 0 0 0-9 
Hypoglycemia. . 12 50 16 





discharge. 17 subjects have put on weight—15 more than 
14 lb. and 8 more than 30 lb.—while their diabetes has 
been uncontrolled, indicating that they have eaten to 
excess (one patient, a baker’s apprentice, sampled the 
wares; another, who had been eight times in hospital, was 
assessed as taking 2530 calories with 384 g. of carbo- 
hydrate per day before her most recent admission). The 
importance of the dietary failure is emphasised by the fact 
that it has been possible to stabilise on a much reduced 
dose of insulin all patients who were admitted to hospital 
and put on an appropriate diet. 

All patients were liable to omit their insulin at times— 
either on a few days each week or for longer periods. For 
example, 3 “J ”’-type patients who had been receiving 
over 200 units of insulin zinc suspension per day suddenly 
stopped all insulin and returned to the diabetic clinic 
three, five, and seven months later with heavy glycosuria 
and decreased weight, but with no ketosis. This irregu- 
larity of insulin administration is a feature of all types of 
diabetes in Jamaica. 

It is unlikely that in any of the cases in this series there 
is an excess of insulin-binding antibodies. The dosage of 
insulin is not in the range usually found in such cases. In 
addition there was no excessive retention of radioactivity 
in the plasma one hour after intravenous injection of 
131T-Jabelled insulin in 2 cases, while the insulin-binding 
antibodies were within the normal range in 2 cases. 

We feel that the high insulin requirement of these 
patients is related to their failure to adhere to their diet 
and to the irregularity of administration of insulin. As a 
result their diabetes has been poorly controlled, and it is 
therefore not surprising that all diabetic complications— 
as shown by table 11—are common in these cases. The 
frequency of hypoglycemic episodes in particular is 
related to the variable caloric intake, the irregular injection 
of a large dose of insulin, and variable daily activity. 

The several investigations carried out on a few patients 
show no difference between cases of ‘‘ J ” type and others; 
and the failure of 2 cases to respond to carbutamide is not 
surprising. Campbell and McNeill (1959), who see “ J ”- 
type cases among the East Indians in Natal, reported that 
they converted 2 such cases from insulin to sulphonamide 
therapy with adequate control of their diabetes. This 
suggests that these “‘ J ” patients must have functioning 
pancreatic tissue. 
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The ability of the ‘‘ J ” patient to avoid ketosis (without 
insulin administration) was tested by giving them a fat 
load while they were in hospital and by observing their 
response. In each of 3 cases moderately severe ketosis 
developed, but began to lessen spontaneously without 
insulin administration within four days. This indicates 
that the “‘ J ” patients probably become ketotic when they 
stop their insulin but that the ketosis probably disappears 
within a few days. This further confirms that these 
patients have functioning islets of Langerhans. The 
ultimate proof of this would be the estimation of the 
insulin content of the pancreas in a fatal case. As yet there 
has been no “‘ J ’’-type fatality in hospital. One patient 
who was not classified by us as a “‘ J ’-type case, but in 
whom the course of the diabetes resembled that of ‘‘ J ” 
type in the last years of his life, died in hypoglycemic 
coma. His pancreas was extensively calcified and contained 
13:4 units of insulin. This is a low figure compared to the 
findings in type-II cases but is well above the usual content 
in type-I cases (Wrenshall et al. 1952). 

The pancreatic calcification without a history of acute 
pancreatitis found in 1 of 7 cases may have a bearing on 
the xtiology of the diabetes. Zuidema (1955) recorded 
pancreatic calcification in 6 out of 7 young, thin, mal- 
nourished diabetics who showed little or no tendency to 
develop ketosis. He suggested that the pancreatic changes 
were related to protein malnutrition. In similar cases no 
pancreatic calcification was found, and he believed that 
these were earlier cases of the same condition. Shaper 
(1960) has reported somewhat similar findings in Uganda. 
Possibly in some of our cases protein malnutrition during 
childhood and adolescence led to changes in the exocrine 
portion of the pancreas which progressed to involve the 
islets of Langerhans by fibrosis. This may explain the 
development of apparent “ type-11”’ diabetes at an early 
age. 

Many other diabetic patients classed as type-II cases, 
attending the diabetic clinic of the University College 
Hospital of the West Indies, at times require increasing 
amounts of insulin to control their diabetes; and in many 
instances even large doses do not lessen the glycosuria: 

A thin 56-year-old man had heavy glycosuria while taking 
180 units of insulin zinc suspension per day as an outpatient. 
On admission to hospital his diabetes could be controlled 
without insulin on the diet he should have been taking at home. 

A 24-year-old girl, after an abrupt onset of diabetes and 
treatment with insulin for three months, showed no clinical 
evidence of diabetes for three years. She then relapsed and is 
now uncontrolled and gaining weight on 100 units of insulin 
zinc suspension daily. 

Such examples could be multiplied, and we feel that 
this type of behaviour does not distinguish the “‘ J ”’ case 
from other types, but is a manifestation of dietary excess. 

These facts have led us to conclude that the ‘‘ J ” type 
is not a special subgroup of diabetes, but that patients 
classified in this way are type-II patients who have been 
badly treated. ‘‘ J ”’-type behaviour is a phase in the 
natural history of the badly treated type-11 patient. 


Summary 
The course of 24 “J ”-type diabetics attending the 
University College Hospital of the West Indies was 
reviewed. 
The “J” type is not a separate subgroup. So-called 
“J -type cases are type-II cases in which the diabetes has 
been badly treated. 


We are grateful to Dr. S. A. Berson of the radio-isotope service, 
Veterans Administration Hospital, Bronx 68, New York, for estimat- 


ing insulin-binding antibodies; to Dr. G. A. Wrenshall, of the Banting 
and Best Institute of Medical Research, Toronto University, for 
estimating pancreatic insulin content; and to Dr. W. R. Kirtley 
and Dr. F. B. Peck, Sr., of Eli Lilly and Company, for supplies of 
carbutamide and glucagon. 
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GASTROINTESTINAL PROTEIN LOSS 
DEMONSTRATED BY *'Cr-LABELLED 
ALBUMIN 
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BETHESDA, MARYLAND, U.S.A. 


Loss of proteins into the gastrointestinal tract has been 
shown to be a major factor in the hypoproteinemia 
associated with regional enteritis and ulcerative colitis 
(Steinfeld et al. 1960), giant hypertrophy of the gastric 
mucosa (Citrin et al. 1957), sprue (Parkins 1960), gastric 
neoplasm (Schwartz and Jarnum 1959), constrictive 
pericarditis (Davidson et al. 1961), and the syndrome of 
idiopathic hypercatabolic hyproproteinemia (Gordon 
1959, Schwartz and Jarnum 1959). Nitrogen-balance 
techniques (Welch et al. 1937), immunochemical analysis 
of the gastrointestinal secretions (Holman et al. 1959), 
and the excretion of !“4IJ-albumin in the stools (Steinfeld 
et al. 1960) or gastrointestinal secretions (Citrin et al. 
1957) have all been used to demonstrate gastrointestinal 
protein loss. Proteins entering the gastrointestinal tract 
are rapidly hydrolysed to aminoacids, and, when present, 
radioactive iodide. Because both the aminoacids and 
the iodide are rapidly reabsorbed, techniques that deter- 
mine the protein or “iodide in the feces or gastro- 
intestinal secretions cannot give quantitative results. 

The demonstration of gastrointestinal protein loss has 
been facilitated by using intravenously administered 
131]-labelled polyvinylpyrrolidone (P.V.P.), a macro- 
molecule that is not digested by intestinal enzymes and is 
poorly absorbed when given by mouth (Gordon 1959). 
Although the use of !*!-I-p.v.p. represents a considerable 
advance in the study of intestinal protein loss, it is not 
entirely satisfactory. P.V.P. is not a normal metabolite, 
and it contains a wide range of molecular weights. Some 
preparations are partially absorbed from the gastro- 
intestinal tract. Since most of the intravenously adminis- 
tered radioactivity is rapidly excreted by the kidney, con- 
tamination of the stools with small amounts of urine yields 
false positive results. 

It has been shown that *!chromium chloride is poorly 
absorbed from the gastrointestinal tract, and that °'Cr- 
labelled red cells can be used to determine the site and 
amount of gastrointestinal blood-loss (Ebaugh et al. 1958). 
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ALBUMIN METABOLISM AND FACAL EXCRETION OF ®*!Cr-ALBUMIN IN PATIENTS WITH GASTROINTESTINAL PROTEIN LOSS AND IN 











CONTROLS 
Atbomin Total . Fecal '*'I °*Cr-albumin *\Cr-albumin 

Diagnosis van eak tanking exchangeable Half-life of excretion (Dowex-50 p.v.p.) (MB-1 prepara- 

(g. per 100 ml.) albumin 131J-albumin (% of body con-' (% of dose in tion) (% of dose in 

&- . (g. per kg.) tent per day) faeces in 4 days) | feces in 4 days) 
Regional enteritis 15 29 81 0-10 8:5, 9-0 10-3 
No demonstrable lesion 16 1-1 29 0-80 6:0 73 
Intestinal lymphangiectasia 15 1:2 j 43 0:35 8:1, 8:2 <i 
% = 16 1-7 3-8 0:44 16-1, 17-5 19-5 
= € 1-4 23 6-0 1-23 14-2 21-0 
- na 2:2 1-6 3:2 0-43 4-2 8-0 
ip “4 25 1-9 63 0-23 om 5-0 
~. - 16 1-6 49 0:37 12:3 

Controls * 4:1 (3-7-4-4) 4:1 (3-6-4-4) 17:2 (13-20) 0-01 (0:004—0:04) 0-23 (0:06-0:63) 








* The nine controls for the **1T-albumin studies were either normal subjects or patients with no protein abnormalities. , : 
The fifteen controls for **Cr-albumin studies were patients with hypoproteinemia but without disorders affecting the gastrointestinal tract. 
The values for the controls represent the mean; the range is in parentheses. 


51chromium chloride has also been shown to label serum- 
albumin (Gray and Sterling 1951). 

The present studies are directed towards evaluating 
51Cr-labelled albumin as a means of measuring gastro- 
intestinal protein loss. 


Material and Methods 


51Cr-labelled albumin was prepared by incubating Red Cross 
albumin (Cohn fraction v) in 10% glucose at pH 4:5 with 
51chromium chloride * for 1 hour at room temperature. The 
free and weakly bound *'Cr was removed by two techniques: 

1. Passage of the material through Dowex-50 resin,+ and then 
adding sodium bicarbonate to bring the pH to neutrality. 60-70% 
of the radioactivity remained bound to the albumin. 

2. Passage of the labelled protein through MB-1 amberlite resin, { 
and precipitation of the albumin with saturated ammonium sulphate 
and 0-1 N sulphuric acid to a final concentration of 55°, ammonium 
sulphate at pH 45. The precipitate was washed twice with 55% 
ammonium sulphate at pH 4-5, brought into solution by adding 
normal saline, and repassed through the MB-1 amberlite resin. 
10-20% of the radioactivity was bound to the albumin after this 
procedure. 

The preparations were sterilised by passage through a milli- 
pore filter. 

30-50 microcuries of the *'Cr-labelled albumin was given 
intravenously to each subject, and for the next 96 hours the 
stools were collected as a single lot in a metal can. Urine was 
collected during this 4-day period in 24-hour lots. The stool 
specimens were adjusted to a standard weight with water, and 
homogenised on a shaker. The urine and fecal specimens 
were assayed for radioactivity with appropriate standards on a 
single channel gamma-ray spectrometer. The results are 
expressed as a percentage of the administered radioactivity 
which appeared in the 4-day collection of urine and stools. 

The absorption of *'Cr-albumin was studied after giving 
10-20 microcuries of *4Cr-albumin by mounth. ™J-albumin 
turnover was studied by the methods of Berson et al. (1953). 
131]-p.v.p. studies were performed by Dr. R. S. Gordon, Jr. 
(of the National Heart Institute), by the methods previously 
described (Gordon 1959). 

Sixteen intravenous *'Cr-albumin studies were performed 
on eight patients with gastrointestinal protein loss. Each of 
these patients had been shown to have a considerably shortened 
survival of }*1J-albumin, and to have an abnormally high 4-day 
fecal excretion of 1*4I-p.v.p. One patient had regional enteritis, 
one had no demonstrable gastrointestinal lesion, and six had 
the syndrome of intestinal lymphangiectasia (Waldmann et al. 
1961), with markedly dilated mucosal lymphatic channels of 
the small bowel. 

Intravenous studies with *'Cr-albumin were performed on 
fifteen patients with conditions not affecting the gastrointestinal 
tract, including neoplastic disease, Milroy’s disease, nephrosis, 
and liver disease. This group served as controls. 





* Obtained from Squibb Laboratories. 
Dow Chemical Co. 
Rohn and Haas Co. 
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Results 

When °*!Cr-albumin was given by mouth to eight 
patients without gastrointestinal disease, 93-98°% of the 
dose appeared in the subsequent 4-day stool collection. 
No radioactivity was detectable in the urine. The results 
of the 1'J-albumin turnover and intravenous *!Cr- 
albumin studies are summarised in the table. Each of the 
patients with gastrointestinal protein loss had a reduced 
plasma-albumin concentration and total exchangeable 
albumin pool, and albumin survival was much shortened. 
These patients excreted 4-2-21% of the intravenously 
administered *'Cr in the 96-hour fecal collection. The 
greatest 4-day fecal excretion by the controls was 0:63% 
of the dose, with a mean of 0:23%. The patients given 
preparations of *'Cr-labelled albumin made with Dowex- 
50 resin excreted 40-80%, of the radioactivity in the 4-day 
urine collection, while those given MB-1 resin prepara- 
tions excreted only 8-17°, in the urine during this period. 

24 hours after intravenous administration of *!Cr- 
albumin to one of the patients with intestinal lymph- 
angiectasia, radioactivity was detectable in the jejunal 
secretions but not in the gastric secretions—corresponding 
to the distribution of the mucosal lymphatic dilatation. 


Discussion 

Intravenous administration of *'Cr firmly bound to 
albumin appears to be a valuable means of demonstrating 
loss of protein into the gastrointestinal tract. The failure 
to absorb significant amounts of the radioactive label 
when given by mouth, the lower urinary excretion of 
radioactivity soon after intravenous administration of the 
MB-1 resin preparation, and the obvious difference in 
fecal excretion of radioactivity between controls and 
patients with gastrointestinal protein loss, represent 
advantages over '*'J-p.v.p. and '*!I-albumin techniques. 
In addition *'Cr-albumin can be used to locate the site of 
gastrointestinal protein loss in a way similar to the deter- 
mination of the site of red-cell loss by means of *!Cr- 
labelled red cells (Ebaugh et al. 1958). Preparations with 
unbound or weakly bound !*'J are difficult to use for such 
localisation because, in contrast to chromium, iodine is 
secreted into the gastrointestinal tract. 

Similar techniques to those used to determine intestinal 
loss of *'Cr-albumin and *'!Cr-labelled red cells could be 
applied to detect the loss of other proteins into the gastro- 
intestinal tract. 


Summary 


Intravenously administered albumin labelled with 
51chromium chloride provides a mean of demonstrating 
loss of protein into the gastrointestinal tract. It can also 


be used to determine the site of gastrointestinal protein | 
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loss. This technique seems to be superior to that using 
181J-labelled polyvinylpyrrolidone. 


I wish to thank Mr. W. H. Briner, chief of the radiopharmaceutical 
service, National Institutes of Health, for aid in the preparation of 
the *'Cr-albumin samples. 
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THE recent description of the Philadelphia (Ph’) 
chromosome in chronic myeloid leukemia (Nowell and 
Hungerford 1960, Tough et al. 1961) adds yet another to 
the anomalies which affect the acrocentric chromosomes. 
It has already been pointed out by Ferguson-Smith and 
Handmaker (1961) that this may be related to the part 
they play in the organisation of the nucleoli. More precise 
information as to thé nature of this association in man, 
and the way in which it may give rise to chromosomal 
anomalies, is therefore important. We present:kere some 
observations on normal and leukemi¢ cells, and discuss 


* 
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Fig. 1—A portion of nucleus in late prophase from the liver of a 
4-month normal male foetus. 
Nucleolus-organising regions of six chromosomes are indicated 
by dotted lines. 


the mechanism of 
translocation be- 
tween these cells 
in so far as it 
is affected by 
nucleoli. 
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Observations 

We have col- 
lected data from 
interphase nuclei 
and prophase 
figures of fcetal 
liver cells, and 
from metaphase 
chromosomes of 
cultured periph- 
eral blood-cells 
from normal and 








Fig. 2—The six nucleolus-or g chro- 
mosomes of fig. 1 are enlarged and: shown 
together with corresponding metaphase 
chromosomes from cultured peripheral 
blood of a normal male. 

The largest obviously represent a pair of 
chromosome 13s—the chromosome with the 
most prominent satellite. The two medium- 


leukemic subjects. sized chromosomes represent either pair 14 

Number of Satellited pair 15, or one of each of these pairs. The 

Ohisdeeeaimae ae smallest two may be pair 21 or pair 22, or 
one of each. 

Metaphase 


Ferguson-Smith and Handmaker (1961) report that all five 
pairs of acrocentric chromosomes of man are probably satellited 
at their short arms. Although we believe that all acrocentrics 
may show distinct secondary constrictions at one time or 
another, we have not yet encountered a single metaphase figure 
in which satellites were visible on all ten acrocentric autosomes. 
This observation agrees with Ferguson-Smith and Handmaker’s 
findings, which show that the mean number of satellited 
chromosomes per cell is always less than ten. 

Our metaphase figures of cultured peripheral blood-cells 
contained at most six satellited chromosomes of three distinct 
categories. The largest was obviously chromosome 13, with a 
substantial short arm divided into two equal portions by a 
secondary constriction and a satellite at least twice as large as 
that of the other chromosomes. Chromosomes 14 and 15 both 
fit the second category; the short arms and therefore the 
satellites were quite small. The smallest were chromosomes 
21 and 22, which had extremely small satellites (figs. 1 and 2). 


Number of Nucleolus-organising Chromosomes at Prophase 

Nucleoli are organised,at specific regions of specific chromo- 
somes,ran association which can be seen best at early prophase, 
as shown by the classical studies of several early investigators 
(Heitz 1933, Dearing 1934, Gates and Pathak 1938). At this 
stage, the nucleolus-organising section of the chromosome is 
greatly stretched, so that the two parts of the chromosome may 
appear at diametrically opposite sides of the nucleolus. (The 
possibility of breaks i in the stretched segment of the chromosome 
at this stage is obvious.) At subsequent metaphase, the 
nucleolus-organising regions become very short but they stain 
poorly and look like a constriction, known as the secondary 
constriction and named the S.A.T.-zone by Heitz (1933) because 
of a deficiency of desoxyribose nucleic acid (sine acido thymo- 
nucleinico). The secondary constriction may serve as an identify- 
ing landmark for specific chromosomes of any given species. 

When the nucleolus-organising region is located near the end 
of a chromosome (as it always is in man), the portion of 
chromatin material distal to the s.A.T.-zone is known as a 
satellite. (In some instances, such as in Drosophila melano- 
gaster, there are constrictions not associated with a nucleolus- 
organising function. They are known as gap constrictions; 
and, although associated in some way with heterochromatin, 
their function is unknown [Hannah 1951].) 

Dearing (1934) who worked with salamanders, and Gates and 
Pathak (1938) who studied the saffron plant, showed that there 
were an odd number of nucleolus-organising chromosomes in 
diploid somatic cells. This finding makes it very likely that, 
in these two different species, there can be one active and one 
inactive member of a single chromsome pair. 








124 JULY 15, 1961 


ORIGINAL ARTICLES 


THE LANCET 





To determine the actual number of chromosomes sharing 
in nucleolus organisation in man, prophase nuclei of somatic 
cells were examined. Some Feulgen squash preparations of 
foetal liver cells collected in Japan (Ohno and Makino 1961) 
were prepared by omitting the usual hypotonic pretreatment 
(which destroys nucleoli) and then counterstaining with light 
green. Late prophase figures revealed most clearly the nucleolus- 
organising regions. Constrictions and adjacent satellites were 
seen on four to six chromosomes (fig. 1). 

Peripheral blood-cell cultures similarly treated also showed 
nucleolus-organising regions, usually on six chromosomes, but 
occasionally on five or four. We have never observed more than 
six nucleolus-organising regions at late prophase in any of the 
materials we have studied. Those observed again fell into three 
distinct categories, the largest having a prominent satellite 


(fig. 2). 
acrocentrics are satellited chromosomes. If so, all may be 
expected to function in the organisation of nucleoli. The 
absence of ten chro- 
mosomes in associa- 
hi tion with nucleolus 
formation at pro- 
ape <_< phase in our prepa- 
to the fact that some 
of the satellited pairs 
are not true nucleo- 
ro lus-organising chro- 
mosomes. But an- 
) A\ & other explanation 
1 ~~ may be that not all 
\ "ae nucleolus-organis- 
ing regions are func- 
Fig. 3—An early prophase figure from the 
liver of a 4-month normal fetus. time. 
represents the single large nucleolus. Six Some of — 
chromosomes appear to be attached to the cent studies in the 
nucleolus by their ends. The smallest two 8Uineapig (to be re- 
correspond in size to the heteropyknotic Y; | ported elsewhere) 
thus they must belong to the 21-22 group. have given clear 
evidence that, in one 
as a nucleolus organiser, the other being inactive. Only one 
member of the largest autosomal pair of this species showed a 
S.A.T.-zone in any given metaphase figure; moreover at prophase 
only one member of this pair was found in association with a 
nucleolus. The corresponding region of the other chromosome 
appeared positively heteropyknotic, with no visible satellite. 
A similar situation may exist in man. When two chromo- 
may not be a pair of chromosome 21s, but rather one member 
of each of the pairs. 
Association of the Chromosomes and Nucleoli 
The largest number of nucleoli present within a diploid 
interphase nucleus of fcetal liver cells was found to be six, 
although only two of a hundred nuclei examined contained this 
number. The fact that this number is identical with the number 


Ferguson-Smith and Handmaker (1961) suggest that all ten 
ations may be due 
tional at the same 

The grey mass just below the arrow 

chromosome pair in that species, only one chromosome is active 
somes of the 21-22 group are observed to be satellited, they 
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Fig. 4—Part of a ex. figure from blood-cell cultures from a 
44-year-old woman with chronic myeloid leukemia. 

In this cell no Ph! chromosome is present. The arrow indicates an 
association of three nucleolus-organising chromosomes—13 and 14 
or 15, and 21 or 22. Three other members of the 21-22 group are in 
the field. (The patient had had no treatment during the 3 months 
before chromosome analysis. Her peripherial blood-count at the 
time of analysis was white cells 35,000, myelocytes and metamyelo- 
cytes 25%.) 


of chromosomes containing nucleolar organisers seems signi- 
ficant. However, most nuclei contain fewer nucleoli (83% of 
nuclei in early prophase containing one only), but this we believe 
to indicate the tendency of the original nucleoli to fuse together. 
This is specially important in bringing together the chromo- 
somes with nucleolus-organising centres. The tendency of 
nucleolus organisers to cooperate in forming a common 
nucleolus was most clearly illustrated in early prophase figures, 
83%, of which contained a single large nucleolus. In fig. 3, 
although one large chromosome lies across the nucleolus 
and somewhat obscures the view, the association of six 
chromosomes with the nucleolus is obvious. The two small 
chromosomes belong to group 21-22. 

Of 20 early prophase figures in which the number of chromo- 
somes associated with the nucleolus was unmistakable, 16 cells 
showed a nucleolus associated with six chromosomes, 3 cells 
showed four; and 1 had only three. 


Nucleolus Organisers and the Ph' Chromosome 

Regarding the persistent occurrence of Ph! chromosomes, 
all our five cases of chronic myeloid leukemia have shown 
findings in complete accord with the observations of Nowell 
and Hungerford (1960) and the Edinburgh group (Tough et al. 
1961). We have studied the peculiar “ satellite ”’ association of 
acrocentric chromosomes, recently described by Ferguson- _ 
Smith and Handmaker (1961), in metaphase figures from ~ 
blood-cell cultures of patients with chronic myeloid leukemia 
(fig. 4) as well as from non-leukemic subjects. In leukaemic 
blood-cells we have noted a negative correlation between the 
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Fig. 5—Serial alignment of the forty-six chromosomes from the same 44-year-old woman as in fig. 4, including one Ph’. 
A lost portion of the long arm of a Ph? chromosome (shown by the arrow on the right) appears to have been translocated to the short 
arm of a smaller member of the 13-15 group (shown by the arrow on the left). 
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— of two chromosomes, produced by their attachment to the 
nucleolus, is all that is needed to explain the liability to 
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Fig. 6—Chromosomes 13, 14, 15, 21, and 22 are shown with a satellite 
on one member of each pair. The diagrams below show the 
chromosomes attached to nucleoli as they are in early prophase. 
The nucleolus-organising areas of the chromosomes concerned are 

widely stretched, so that the distal parts of the short arms of the 

chromosomes appear on the far side of the nucleoli. When two 
chromosomes are associated with one nucleolus, breaks followed by 
incorrect repair may result in exchange of material between them. 

A—If both breaks occur at the nucleolus-organising regions within 
the nucleolus and involve chromosomes 13 and 21, a consequence 
might be translocation of the prominent satellite of 13 to 21. 

B—If one break occurs directly behind a centromere of chromo- 
some 21, one consequence would be a metacentric chromosome, 
representing the entire long arms of 14 or 15 and 21, and another 
made up of the two short arms, which would be even smaller than a 
Ph’. 

C—Two small acrocentrics similarly affected could produce a 
mediocentric chromosome representing the long arm of one and the 
long arm and centromere of the other, and again an abnormally small 
chromosome. 

D—If one break occurs at the middle of the long arm of a chromo- 
some 21, a subsequent reciprocal translocation at the usual site in a 
14 or 15 would invariably produce a Ph! chromosome. 





Ph! chromosome and the satellite association; cells with a Ph? 
chromosome seldom contained chromosomes engaged in 
satellite association. 

In one case we correlated the smallness of the Ph! chromo- 
some with an increase in length of the short arm of either 14 or 
15 (fig. 5). This observation indicates the possibility of a 
reciprocal translocation between the long arm of 21 and the 
short arm of 14 or 15. 

Discussion 

Because the nucleolar material in most nuclei fuses to 
form one large nucleolus, it is obvious that regions 
adjacent to nucleolus organisers of two or more chromo- 
somes are often very close during interphase. As all 
nucleolus organisers of man are situated only within the 
extremely short arms of acrocentrics, it is equally obvious 
that centromeric regions of these chromosomes are in 
almost direct contact with the nucleolus. 

On this basis it may be suggested that chromosomal 
regions participating in nucleolus organisation are more 
liable to breakage than the other chromosomes of the 
complement. Although the nucleolus-organising regions 
themselves are most likely to be affected, being embedded 
within the nucleolus, the effect may extend to adjacent 
regions. Alternatively, because breaks are only important 
if in their healing they result in abnormal linkages with 
adjacent chromosomes, it may be that the simple proximity 


anomalies of this region. 

If chromosomes 13 and 21 were involved in chromatid 
exchange at the nucleolus-organising regions (fig. 6A), the 
prominent satellite of chromosome 13 would be trans- 
located to chromosome 21. Indeed, a chromosome 21 
with an unusually large satellite has been described by 
Tjio et al. (1960) in association with suspected Marfan’s 
syndrome. Also, we have often noted a chromosome 21 
with an outstanding satellite among leukemic peripheral 
blood-cells. 

Although it must happen less often, the long arm of 
one of the nucleolus-organising chromosomes may break 
(fig. 6B and Cc); a subsequent reciprocal translocation 
would produce a metacentric chromosome and an 
unusually small one, at the expense of two acrocentrics. 
If this involved either a 14 and 21, or a 21 and 22, and 
occurred during spermatogonial or odgonial mitosis, the 
consequence would provide the cytogenetic basis for the 
translocation mongolism described by Fraccaro et al. 
(1960), Penrose et al. (1960), and Polani et al. (1960). This 
idea is supported by identification of two metaphase 
figures from leukemic peripheral blood containing an 
abnormally small chromosome and a metacentric, possibly 
derived from the long arms of chromosomes 14 and 21, 
in which we believe the event in fig. 6B has occurred in 
the actual culture. 

Similarly, the Ph! chromosome of chronic myeloid 
leukemia will arise if a break occurs in the long arm of 
chromosome 21 somewhat proximal to the centromere 
(fig. 6D). Inasmuch as one member of each nucleolus- 
organising pair may lie dormant, translocation is likely 
to involve two different nucleolus-organising chromo- 
somes rather than two homologues. 

Why is it then that, in chronic myeloid leukemia, cells 
with a Ph! chromosome as shown in fig. 6D predominate 
in the myeloid cell population ? This particular chromo- 
somal constitution must have a decisive selective advan- 
tage not only over the other altered karyotypes depicted 
in fig. 6A, B, and Cc, but also over the balanced normal 
diploid chromosomal constitution in the marrow. 

We do not know whether this selective advantage is 
conferred by the environment of the hemopoietic system, 
or whether it operates only after the leukemic state has 
been established. 

Summary 

All five pairs of acrocentric autosomes of man may 
carry nucleolus organisers on their short arms. At pro- 
phase, however, only six chromosomes at the most were 
seen in association with nucleolus formation. Some, 
possibly one member of each pair, may remain physio- 
logically inactive with respect to this function, and not 
participate in actual nucleolus organisation. 

The nucleolus organising chromosomes of man tend to 
cooperate in forming a common nucleolus rather than 
independent nucleoli. 

The close proximity of the acrocentric chromosomes 
produced in this way suggests several mechanisms for the 
production of chromosome anomalies, including the Ph! 
chromosome. 

We wish to thank Dr. Bernard Lennox for helpful discussion. 

This work was supported in part from grant C-5138 from the 
National Cancer Institute, U.S. Public Health Service. 


All photomicrographs were taken with a Leitz ‘ Panphoto’ camera. 
The lenses used were 90 x 10. 
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MANAGEMENT OF THIRD-STAGE 
COMPLICATIONS IN DOMICILIARY 
OBSTETRICS 


A. C. FRASER * 
M.B. Lond., M.R.C.O.G. 
REGISTRAR 


E. P. W. TATFORD + 
M.B. Lond., M.R.C.O.G. 
REGISTRAR 


ST. JAMES’ HOSPITAL, BALHAM, LONDON, S.W.12 


Complications of the third stage of labour are the com- 
monest indication for summoning the emergency obstetric 
service—the obstetric flying squad. 79% of the calls to 
the Edinburgh Flying Squad were for these complications; 
and the corresponding figures for Newcastle, Manchester, 
and Birmingham were 75%, 79%, and 89%, respectively 
(Adamson et al. 1960, Stabler 1957, Dewhurst 1952, 
Lloyd 1949). With the expansion of these services, severe 
third-stage complications are now usually treated by one 
of these units. 

The policy advocated for managing these cases is open 
to criticism and should be modified. Furthermore, 
greater emphasis should be laid on prevention, so as to 
reduce the avoidable complications. 


REVIEW OF CURRENT PRACTICE 

Most reviews and analyses of obstetric flying-squad practice 
recommend that, whenever possible, the patient should be 
treated at her home and that only rarely should she be trar:s- 
ferred to hospital. (See, for example, Campbell’s review [1957] 
of three months’ work of all the flying squads in England and 
Wales.) The common complications of retained placenta, post- 
partum hemorrhage, or both, are treated by transfusion, and 
delivery of the placenta in the home; and only patients with 
rare complications, such as uterine rupture, are taken to 
hospital. 

Much depends on the areas served. These are of two main 
types: (a) the urban district where most calls are from close at 
hand (e.g., Manchester or Birmingham); and (b) the rural 
district where large distances have to be covered (such as those 
served by the Newcastle or Edinburgh squads). But the same 
general policy has been advised for both. In Birmingham, in 
1947, 83°% of the patients were treated at home (Shotton 1949), 
and a similar proportion in another city, Manchester (Shaw 
1949, Dewhurst 1952). The picture in the Newcastle district— 
a rural area—was the same (Hunter 1958); and in Edinburgh 
even fewer patients—only 15°,—were admitted to hospital 
(Adamson et al. 1960). 

The general principles of management for city and country 
districts are detailed by Shotton (1949) and Hunter (1958) 
respectively. Replacement of lost blood is thought to be essen- 
tial; it is usual to give blood at once in preference to other fluids 
such as plasma, serum, gum saline, dextran, or saline. Most 
workers recommend giving group—O Rh-negative blood at once 
without cross-matching (Shotton 1949, ‘Stabler 1949, Hunter 


* Now at St. Mary’s Hospital, London, W.2. 
+ Now at the Medical College, St. Bartholomew’s Hospital, London, E.C.1. 
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1958). This prevents mismatched transfusions resulting from 
inaccurate information or from hurried grouping and cross- 
matching. Plasma is not advised’ because of the danger of 
homologous serum jaundice (Barnes 1949, Shotton 1949). On 
an average, each patient receives two pints of blood. 

Anesthesia is a difficult problem (Adamson et al. 1960). In 
general, the most appropriate anesthetic is chosen; but 
it has to be simple and is usually chloroform, or a chloroform/ 
ether mixture given on an open mask, or thiopentone given 
intravenously. 

NEW CONCEPT OF MANAGEMENT 

The emergency obstetric service provided by St. James’ 
Hospital—a good example of the urban type—covers the 
metropolitan boroughs of Wandsworth and Battersea, 
In the eight years from 1952 to 1959, it treated virtually 
all the major third-stage complications of domiciliary 
obstetrics in these boroughs. Of 220 patients to whom the 
squad was called, 141 (62%) had such complications 














(table 1). Births averaged 7000 a year, 1500 of which took 
TABLE I—THIRD-STAGE COMPLICATIONS TREATED 1952-59 
Complication _Not admitted Admitted Total 
Retained placenta : 5 11 16 “? 

Postpartum hemorrhage 31 50 81 

Retained placenta and 

postpartum hemorrhage 3 41 44 
Mey Acs 39 102 ae as 


place in the home. Thus major third-stage complications 
developed in 1:2% of the domiciliary confinements. 

In the light of the results and experience, a new con- 
cept of management has evolved. This differs in many 
important respects from that generally advised, and 
provides a basis, both for the general practitioner and 
for the emergency obstetric service, for treating all third- 
stage complications. It is suited to the urban type of 
service, and many of the principles may be applicable 
to the rural type as well. 

Management Before the Squad Arrives 

The first essential is to summon the flying squad. 
Usually the general practitioner or the midwife telephones 
London Ambulance Service headquarters. Ambulance 
headquarters telephone the hospital to alert the flying 
squad and to give details of the emergency; meanwhile 
an ambulance is sent to the hospital to take the squad and 
its equipment to the patient’s home. Dewhurst (1952) 
has pointed out that this method makes it impossible to 
give any advice to the doctor or midwife before the squad 
arrives; but as all our calls are within 6 miles of the 
hospital, the squad rarely takes longer than fifteen 
minutes to arrive. 

The squad is led by the duty registrar, who has the 
necessary experience, and is available at short notice. An 
anesthetist is not thought essential for reasons given 
later. 


Management When the Squad Arrives at the House 

We agree with many of the accepted methods of 
management; but several points require particular 
emphasis. 

For postpartum hemorrhage after the placenta is 
delivered, the uterus is first massaged to induce a firm 
contraction, and ergometrine 0-5 mg. is given intra- 
venously. An intramuscular dose does not take effect 
rapidly enough to prevent further blood-loss at a time 
when only a few ounces may make all the difference to the 
degree of shock. An attempt is made to estimate the total 
blood-loss. With experience, it is possible to deduce 
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fairly accurately how much blood has been soaked up by 
sheets, towels, newspapers, and so on, and to estimate the 
amount of blood in a mixture of blood and liquor. A 
reliable estimate is vital for successful management. 

In the case of retained placenta with a small loss, the 
patient is examined for signs of placental separation. If 
these signs are present, the placenta is delivered by 
maternal effort, by simple fundal pressure, or by a 
Brandt-Andrews manceuvre. If they are absent, the 
patient is catheterised ; this will often produce the desired 
effect. If this is unsuccessful, an intravenous drip is set up 
and the patient is taken to hospital. Before the journey 
she is given ergometrine 0-5 mg. intravenously. 

In the case of retained placenta complicated by hemor- 
rhage, immediate action includes rubbing up a contraction, 
giving intravenous ergometrine, and, if signs of placental 
separation are present, delivering the placenta. If signs 
of separation are absent, Credé expression or manual 
removal is not attempted. The intravenous ergometrine 
will control the hemorrhage—the immediate emergency. 
An intravenous infusion is set up forthwith. When the 
patient’s condition is satisfactory (systolic blood-pressure 
above 100 mm. Hg) she is taken to hospital with the 
placenta still in situ. 

Management in Hospital 

In hospital full investigation and treatment is carried 
out. For retained placenta the Brandt-Andrews manceuvre 
has been found valuable; it is always tried before resorting 
to manual removal and is often successful (table 11). The 


TABLE II—RETAINED PLACENTAS: METHOD AND PLACE OF DELIVERY 








Method Home Hospital 
Simple expression oe an St 7 1 
Brandt-Andrews manceuvr pe < 13 9 
Credé expression . . a ie eM 0 5 
Manual removal .. oe pe Se 2¢ 23 





Gs. os a ae 38 





* Performed by general practitioner. a iene as 
patient is kept under observation for forty-eight hours; 
in this time the hemoglobin can be estimated and all 
necessary blood-transfusions given. She is then allowed 
home. 

RESULTS 

Table 1 shows the types of third-stage complications 
treated by our service and the number of patients admitted; 
the proportion admitted to hospital is much higher 
(about 75%) than is usually the case (less than 20%). 

Where and how the retained placenta was delivered is 
noted in table 1. Of those delivered at home, only 2 were 
manually removed, both without anesthesia before the 
squad arrived; both the patients required resuscitation. 
The rest were delivered by simple expression or by the 
Brandt-Andrews manceuvre. When manual removal was 
necessary, it was performed in hospital. 

None of our mothers died. We have separated the 
patients treated as above from the others (table 111). 
Those not treated as above were from the earlier years 
before the new policy became standard. Deterioration 
was judged by the patient’s general condition, by the 
rate and volume of her pulse, and especially by her blood- 
pressure. 

Of the 103 patients treated as above, none deteriorated 
at any time while under surveillance by our service, 
Particularly during or after transfer to hospital. 

Of the 38 patients not treated in this way, 3 deteriorated: 
2 had postpartum hemorrhages of over 40 0z.; they were 


TABLE III—THIRD-STAGE COMPLICATIONS: TYPE OF TREATMENT AND 
STATE OF PATIENT 





Patients treated by 


theaanethodacve Patients not so 


treate: 








describe 
Type of complication Number in | | Number in 
whom | whom 
Total condition Total | condition 
| deteriorated | deteriorated 
Postpartum hemorrhage 61 0 23 | 2 
Retained placenta ‘o 9 0 7 0 
Retained placenta and | 
postpartum hemor- | | 
rhage .. - es 33 | 0 8 1 
| 





_ | 103 0 38 3 





then transferred to hospital with no infusion set up. Both 
left home in a satisfactory state (systolic blood-pressure 
above 100 mm. Hg), but arrived collapsed. The 3rd 
patient had a retained placenta and lost 65 oz. of blood; 
she was moved with a blood infusion running, but had not 
been given intravenous ergometrine before her journey. 
She lost more blood in the ambulance, and her systolic 
blood-pressure had dropped to 80 mm. Hg by the time 
she got to hospital. All 3 patients improved with further 
treatment after admission. 

Our cases were of the usual severity met with in flying- 
squad practice. Of the total of 125 patients with post- 
partum hemorrhage, 59 (47%) lost over 40 oz. of blood; 
in 52 (41%) the systolic blood-pressure had fallen below 
100 mm. Hg by the time the squad arrived. 

DISCUSSION 

In the localised urban type of service, patients with 
certain criteria should always be taken to hospital, and 
only urgent resuscitation should be carried out in the 
home. The importance of intravenous infusion has not 
been emphasised enough; and an infusion should always 
be set up on these patients. These criteria are: 

(1) A retained placenta which fails to respond to one 
attempt at simple expression in the home. 

(2) Postpartum hemorrhage exceeding, or believed to 
have exceeded, 40 oz. 

(3) Shock. All patients in whom the systolic blood- 
pressure has fallen below 100 mm. Hg at any time before 
or after the squad arrives, whether it rises subsequently 
or not. 

It follows that manual removal of the placenta is not 
performed outside hospital. 

Not only are all patients with these features transferred 
to hospital with an infusion running, but they are also 
given intravenous ergometrine before they are moved, and 
strictly supervised throughout the journey by the senior 
member of the team. This routine is safest for the patient, 
and is particularly important when the placenta is retained. 
With these precautions changes in the patient’s condition 
can be easily treated. The drip-rate can be increased, a 
different intravenous fluid administered, or further ergo- 
metrine given to maintain uterine contraction. 

Patients who are not shocked are moved as soon as the 
measures above are completed. Those with shock are not 
moved before the systolic blood-pressure has risen to 100 
mm. Hg or more. 

A few cases will occur in which the blood-pressure fails 
to rise in spite of resuscitative treatment. Such cases pose 
a very difficult problem; but we think that they should 
be managed as stated. The transfer to hospital takes 
very little time, and the patient is then ideally placed for 
investigation and treatment. This is the only way to deal 
with rare complications, such as uterine rupture. When 
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the placenta is retained, the alternative of an immediate 
manual removal in the home is more hazardous for the 
patient. 

Many obstetricians think that patients with third-stage 
complications should not be taken to hospital—certainly 
not with the placenta in situ (Hunter 1958, Shaw 1949, 
Stabler 1947). We would agree with this if the woman has 
to travel a long distance; but it is certainly not so in all 
cases. There is very little information on this point; but 
untoward effects are usually found to be due to a failure of 
resuscitation. Dewhurst (1952) suggested that 2 of his 
deaths might have been prevented by early transfer to 
hospital, and Mills (1947) was also strongly in favour of 
early transfer. 


Blood 

The immediate cause of collapse in the third stage is a 
sudden decrease in the volume of circulating blood; and 
restoring this volume is the first essential in resuscitation. 
Plasma or a plasma substitute will do as well as blood. 
In our routine the infusion is started with plasma or a 
plasma substitute such as dextran. Two pints can be given 
rapidly and safely. Blood-samples for hemoglobin esti- 
mation and cross-matching are, of course, taken first. In 
many cases this infusion will restore the patient to a 
satisfactory state without the need for any other fluid— 
this applies particularly when the placenta is retained but 
the loss is small, or with small uncomplicated postpartum 
hemorrhages. Otherwise the plasma (or plasma-substi- 
tute) infusion can be followed by blood if the patient’s 
condition does not improve. Only rarely have we had to 
transfuse blood at once. 

This routine has the advantage that less blood is given 
and reactions and mismatched transfusions are therefore 
fewer. The amount of blood we gave averaged one pint 
per patient—much less than in other services (Shotton 
1949, Adamson et al. 1960). The incidence of homologous 
serum jaundice after the transfusion of small-pool plasma 
is little higher, if at all, than after whole-blood transfusion 
(Ministry of Health 1954). Needless to say, no patient 
needing immediate transfusion of whole blood is refused 
it; but plasma or plasma substitute is given first. In such 
circumstances the blood is Group O Rh-negative and not 
crossmatched, but the initial use of plasma lessens the 
amount of this blood that needs to be given. Except in 
extreme cases the infusion of blood which has not been 
crossmatched is avoided. Over the last four years the 
amount of this blood given in our service averaged one 
pint in every four. 

There is a definite place for leisurely infusion in hospi- 
tal of fully compatible blood for the severe anemia that 
follows collapse which has resolved or postpartum hemor- 
rhage without collapse. A full hematological investigation 
in hospital will not only allow for the degree of anemia 
before the emergency but also indicate exactly how much 
blood is required. The accurate estimation of blood-loss 
in the home gives some indication. Infusion in hospital 
will keep reactions to a minimum. 


Anaesthesia 

Domiciliary obstetric anesthesia has many dangers and 
difficulties (Argent and Evans 1961). An expert anes- 
thetist is required, but is rarely available at short notice; 
much apparatus, including that for endotracheal intuba- 
tion and suction, has to be collected and transported. 
Without these essentials, the scope of general anesthesia 
is greatly reduced and the dangers increased. 


TABLE IV—THIRD-STAGE COMPLICATIONS INDICATING THE NEED FOR 
HOSPITAL CONFINEMENT IN 34 OF 102 PATIENTS ADMITTED BY THE 
FLYING SQUAD 








yA 
9 


Condition 





History of previous postpartum hemorrhage 
Previous manual removai of the placenta 
Multiparity: | Gravida v a 

Gravida VI .. 

Gravida vu .. 

Gravida vi1I 

Gravida Ix 
Previous forceps delivery ; 
Previous repair operation as ie 
Severe hydramnios in present pregnancy 


We Wb OOO 


tat 34 (33%) 








We believe that a patient requiring anesthesia should be 
transferred to hospital whenever possible and certainly 
in the urban type of service; none of our patients was 
given an anesthetic at home. 


PREVENTION 

From our analysis it was clear that certain emergencies 
could have been completely avoided or at least dealt with 
in hospital from the onset. Furthermore, the treatment of 
a number of patients before the squad arrived was 
inadequate. 

From table Iv it will be seen that, out of 102 cases 
admitted, there were 34 (33%) who should have had their 
baby in hospital anyway because of their obstetric history. 
On the patients not admitted there were insufficient data 
for conclusions to be drawn. 

In the Report on Confidential Enquiries into Maternal 
Deaths in England and Wales 1955-57, the high proportion 
of avoidable factors was stressed; these factors were found 
to be present in 58% of cases of retained placenta. For- 
tunately the data show a big improvement on 1952-54. 
The same state of affairs was noted by Dewhurst (1952) 
and by Shotton (1959). 

Before the squad arrives, there is often no sense of 
urgency in treating these complications—often even 
simple treatment is not started. We have noticed particu- 
larly how few cases of postpartum hemorrhage have been 
given intravenous ergometrine by their doctor. This is now 
a safe procedure and the remote risk of a constriction 
ring is unimportant compared with the rapid control of 
postpartum hemorrhage. The occasional effectiveness of 
catheterisation in cases of retained placenta and post- 
partum hemorrhage has been forgotten. Intravenous 
fluids are rarely given; in only 2 cases in our series was an 
intravenous transfusion started before the squad arrived. 


SUMMARY 

We believe a new approach is needed to the treatment 
of third-stage complications in domiciliary midwifery. 

In towns, patients with a retained placenta, with 
postpartum hemorrhage exceeding 40 oz., or with shock 
(blood-pressure under 100 mm. Hg) should always be 
admitted to hospital. This results in a much higher 
admission rate (75%) than usual (less than 20%). These 
patients can travel safely to hospital providing certain 
precautions are taken (ergometrine and infusion given); 
and there is seldom need for a manual removal to be 
performed at home. 

Our suggested management of postpartum hemorrhage, 
constant observation in hospital for forty-eight hours 
after delivery, and reducing the use of blood which has 
not been crossmatched, is safer for the patient. Anemia 
is more effectively treated and less blood is used. A pro- 
portion of these third-stage complications can be avoided 
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in the home by taking note of factors in a patient’s obstetric 
history which make hospital confinement essential. 

There is room for improving the management of third- 
stage complications in domiciliary obstetrics; the scheme 
we outline could contribute towards this. For success, 
both the general practitioners and the appropriate type of 
urban emergency obstetric service would need to adopt it. 

We would like to thank Miss I. R. Bishop and Mr. C. M. Flood for 
access to their patients’ records and for their help and encouragement. 
We are particularly indebted to Mrs. Daphne Seckerson for her 
secretarial assistance. Finally we would like to express our apprecia- 
tion of the excellent ambulance service provided by the London 
County Council. 
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EARLY in 1958 we found several cases of radium 
dermatitis of the fingers in luminous-dial painters working 
in a factory in the district of Prague. We had never before 
seen this in dial painters, although some had been followed 
clinically for many years. This finding, therefore, led us 
to make a further survey of the hygienic and health 
problems of these factories. 

We discovered that a new type of paint had been intro- 
duced containing 1:2 mC of strontium-90 (Sr) per gramme 
of paint as well as a small amount of radium-226 (22*Ra). 
The radium content of the paint used before 1956 was 
0:04-0:06 mg. of ?**Ra per gramme of paint. A foreign 
producer had declared the new paint harmless, and it was 
introduced into Czechoslovakia as paint and not as radio- 
active material. Because of this, the usual examination of 
the material from the “ health and safety ” point of view 
had not been carried out, and therefore the preventive 
measures of the Hygiene Epidemiological Service were 
not enforced. 

A very detailed hygienic survey of workshops and homes 
of workers was made and materials were decontaminated 
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TABLE I—URINARY EXCRETION OF °Sr 
| No. of subjects 
Type of work =| 10-* uC | 10-* eC | 10-5 wC | <10-* uC 
per day per day | per day per day 
Painting .. 2 5 2 0 
Assembling 0 1 6 2 
Repair 0 0 5 2 
Other ne as 0 0 1 4 
Members of family 0 1 2 0 


| 
| 
| 





or contaminated objects were removed and replaced at the 
expense of the factory concerned. A detailed report of this 
aspect of the work will be published elsewhere. 

103 exposed workers were examined in our outpatient 
department, and from this group 34 were selected for 
admission to hospital. In hospital we studied their 
urinary °°Sr excretion, and in 10 patients we also deter- 
mined the body burden of ?2*6Ra. Whole-body counting 
could not be done because we lacked the necessary 
apparatus. 

The Investigation 

*Sr in the 24-hr urine samples was precipitated as oxalate 
without the removal of calcium or radium. The § activity of 
the precipitate on the filterpaper was determined after equili- 
brium was reached between Sr and yttrium-90 (°Y), using 
an end-window G.M. tube (2 mg. per cm.” diameter) and a 
decadic scaler. An aluminium absorber, 0-7 mm. thick, was 
introduced to exclude the 8 radiation of °°Sr and to eliminate 
the influence of self-absorption of the low-energy 8 radiation 
from Sr in the samples. A standard of *Sr+ °Y in equili- 
brium was used for comparison. The effect of 2?°Ra and its 
daughter products on the results of the *°Sr—*°Y determina- 
tion in the urine was regarded as having a negligibie effect on 
the results. This consideration was based on negative «—counts 
and on calculations of the expected excretion of ?°Ra in the 
urine. The body burden of ??°Ra was determined by a radon 
breath-sampling method (Miiller and Houskova 1953). 

Peripheral blood-counts were often repeated in all cases. In 
nearly all patients sternal puncture was performed while in 
hospital. Attention was also paid to subjective complaints, 
clinical findings including skin changes (which will be reported 
elsewhere), and routine laboratory investigations. The patients 
were usually in hospital for 10 days, and they are being followed 
every 6 months. 

Results 

Table 1 indicates the daily urinary excretion of °°Sr in 
relation to the type of work done by the patient. In 2 
cases the urinary excretion of ®°Sr was studied immediately 
after stopping work (fig. 1); in these the excretion shows a 
definite decrease with time. Other cases, however, were 
first investigated a year or more after work with the radio- 
active paint had stopped, and in these any trend in the 
urinary °°Sr excretion tends to be masked by the scatter of 
results from the day-to-day variations in the °°Sr excre- 
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Fig. 1—Daily urinary excretion of *°Sr from a patient shortly after 
chronic ional exp e to luminous paint had stopped. 
The patienc worked with radium paint from 1954 to November, 

1957, and with Sr paint from November, 1957, to March, 1958. 
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Fig. 2—Daily variation in urinary excretion of Sr from a patient a 
year after he stopped work with °°Sr paint. 
The patient worked with radium paint from April, 1951, to 
November, 1956, and with ®Sr paint from November, 1956, to 
March, 1958. 





tion. Fig. 2 shows this variation over a fortnight in April, 
1959. When these values are plotted again (fig. 3a) the 
activity shows a decreasing trend with time, but this trend 
is not apparent for the case plotted in fig. 3d. 


In fig. 4 is shown the urinary excretion of ®°Sr from Oct. 19 
to 29, 1959, in a patient who discontinued work with luminous 
radioactive paints in March, 1958. Early in 1959 her home was 
thoroughly decontaminated, and all property which could not 
be decontaminated was replaced. On April 28, 1960, when 
admitted to hospital for a regular check-up, she was found to 
have substantial external contamination of the clothing and 
body, and particularly of the hair. Before admission to the 
ward she was thoroughly decontaminated and her belongings 
were replaced, including comb, brush, toothbrush, to prevent 
any possible contamination of the urine or any further internal 
contamination. Questioning the patient revealed that despite 
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Fig. 3—Daily urinary excretion of *°Sr from 2 patients studied a 
year or more after chronic occupational e to | i 
paint had stopped. 

(a) is from the same patient as in fig. 2; the patient in (b) worked 
with radium paint from January, 1954, to January, 1956, and then 
with “Sr paint until January, 1958. 





warning she had for her own purposes very recently handled 
appreciable quantities of the ®°Sr paint in her own home. 

If a single exposure to Sr the day before admission is 
assumed, our results agree well with the type of curve obtained 
by Bishop et al. (1960). The excretion curve available till now 
can be characterised by the equation (given by these workers): 


0-693t 0-693t 


E=0-376 exp.( — “7 ) +0:119 exp.(- - ) 

0-693t 

+0-004 exp.( a G 
where E=the total daily excretion 
exp.=exponential function, and t=time. 
Body burdens of ?2*Ra were determined in 10 patients. 
In 2 cases—a dial painter and a repair worker—body 
burdens of the order of 10~® g. were found. In the other 

8 workers the body burdens were less than 10~° g. 


t days after ingestion, 
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Fig. 4—Urinary excretion of °°Sr from a patient, known to have 
used *°Sr paint from November, 1957, to March, 1958: (a) over a 
10-day period in October, 1959; and (6) over a 22-day period in 
April and May, 1960, shortly after fresh contamination. 


Table 11 shows the subjective complaints reported by 
the patients in hospital. These mostly fit into the “‘ neuras- 
thenic’ syndrome, but it is difficult to know to what 
extent ionising radiation might play a part. 2 women with 
paresthesiz of the arms were thought to have peripheral 
neuritis originating partly from spondylosis and probably 
partly from local pressure of the elbows on the work 
bench. We only once saw the petechize described by the 
patients, and these were fading. Coagulation tests were 
within normal limits, and the Rumpel-Leed sign was 
negative in all cases. 

Hematological changes were found in the peripheral 
blood of 103 workers examined as outpatients (table 11). 
Anyone with an illness which might influence the blood- 
picture was excluded from this group. Because the 
number of examinations differed, we cannot analyse these 
results statistically. Nevertheless they justify the con- 
clusion that hemopoiesis is often affected. 

The hematological changes were more severe in the 
inpatients (table 1v), because they had been selected from 
the outpatient group either because more serious internal 
contamination was suspected, or because they had signs or 
symptoms. 

In the majority of outpatients initiation of hemopoiesis 
was verified and supported by investigation of the bone- 
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TABLE II—SUBJECTIVE COMPLAINTS IN 10 (OF 15) FEMALE AND 6 (OF 19) 
MALE INPATIENTS 





Males | 





Symptoms Females Total 
Weakness . 3 5 8 
Headache .. 5 2 | 7 
Sleepiness .. 2 3 } 5 
Pains in bones 4 1 | 5 
Petechie .. 3 1 4 
Paresthesie of hands 3 0 3 
Itching of skin 2 0 2 





marrow. In nearly half of them the bone-marrow was 
hyperplastic (judged by the easiness of aspiration, the 
number of particles aspirated, and the abundance of cells 
on the slides, a standard technique being used). The 
erythroblast series was usually near the upper limit of 
normal, but in 1 case it represented 43% of the cells. In 
4 cases normoblasts in the stage of mitosis numbered 
more than 50 per ml. The morphological changes were 
mainly in the erythroblasts, the most frequent findings 
being basophil stippling of normoblasts, karyorrhexis, 
and polyploidy. 1 case had signs of disturbance of matura- 
tion in both series. Repeatedly the number of reticulo- 
endothelial cells was increased significantly. 


Discussion 
Urinary ®°Sr excretion was studied in hospital during 
three periods at 6-monthly intervals—i.e., over about 18 
months. We began to study most of our cases about 1-2 


TABLE III—CHANGES IN THE PERIPHERAL BLOOD OF 103 EXPOSED 
PATIENTS* 





Type of change No. of patients 





Reticulocytosis above 15 per 1000 red — oe rs 18 
Lymphocytosis above 40% Pe ey Ef 
Leucocytosis above 10,000 perc. mm. oe oe is 3 
Leucopenia below 4000 per c.mm. 6 
Polycythemia above 6,000,000 per c.mm., and haematocrit 

above 57% : ae 1 
Occasional normoblasts found repeatedly be ” 1 





*In 10 patients, two or three of the above changes were found simul- 
oar The total number with changes in the peripheral blood 
was 24. 


years after they had stopped working with radioactive 
materials. But a certain intake of ®°Sr from contaminated 
clothing, homes, &c., cannot be excluded even then. 
During the period of repeated admission to hospital there 
was some evidence of a lessening daily urinary excretion, 
except in the cases shown in fig. 3, and the one where new 
Sr intake was proved (fig. 4). These results indicated a 
very long effective half-life of ®°Sr at this stage, and cal- 
culations were made assuming a half-life of 2700 days. 
This would mean that the daily excretion of °°Sr was of 
the order of magnitude of 10~‘ times the body burden. As 
these calculations could not be checked by whole-body 
counting, we do not feel justified in giving more exact 
figures. We therefore estimate that daily excretions of the 
order of 10-4 uC might indicate body burdens of units of 


TABLE IV—HAMATOLOGICAL FINDINGS IN 15 FEMALE AND 19 MALE 
INPATIENTS 





Type of change No. of cases 








Reticulocytosis above 15 per 1000 red cells 14 
Hyperplasia of the bone-marrow . <n 10 
Increased mitotic activity of erythroblast series |. 4 
Morphological changes in bone-marrow .. ee S 6 
Lymphocytosis above 40% wi - eS 9 
Leucocytosis above 10, 000 per c. mm. 2 

ucopenia below 4000 a c.mm. 3 
Polycythemia is 1 

ypochromia 2 
Inconstant thrombocytopenia 2 


_——__ 





microcuries at the time of examination. During exposure, 
however, the body burdens and doses of irradiation might 
have been very much higher. No calculation of the 
accumulated dose has been made, because we felt that the 
data available did not justify such an estimate. We think 
it is important to follow this group of patients very care- 
fully every 6 months, and to complete the investigation 
by whole-body counting, and by determination of °Sr 
in the feces and bone biopsy specimens wherever 
practicable. 

The hematological investigations are most interesting 
as far as the erythroblast series is concerned. Irritation of 
blood formation, caused by ionising radiation, and mani- 
fested as reticulocytosis, has been known for a long time. 
Zakutinsky and Burikina (1959) observed inconstant 
reticulocytosis in their experiments on dogs fed with 
*0Sr 0-2 uC per day. In practice, however, we have 
very rarely seen this type of change after external 
irradiation. 

The following measures have been taken to protect the 
patients, their workplaces, and their home: 

1. The use of radioactive paints containing ®°Sr was declared 
illegal. 

2. To prevent uncontrolled use of radioactive substances 
radioactive isotopes are only distributed centrally. 

3. Workplaces and homes have been thoroughly decontami- 
nated. 

4. New contamination of workplaces and atmosphere, and 
of places outside the controlled area has been prevented. To 
this end an accurate dosimetric service has been established. 

5. Workshops for assembly and repairs are considered part of 
the controlled area, and hygienic measures are enforced in such 
work. 

We should like to emphasise that contamination of 
workers and homes, under certain conditions, might 
contribute to internal contamination of certain groups of 
the population not included with the radiation workers, 
nor in the special groups. This epidemiological factor in 
the disperson of contamination is neglected most often. 


Summary 

This report covers the follow-up of 103 workers in the 
luminising industry, who, for different periods, used a 
paint containing up to 1:2 mC of strontium-90 (®°Sr)per 
gramme. Out of this group 34 workers were selected for 
more detailed inpatient investigations. 

In most cases only the latter part of the urinary °°Sr- 
excretion curve could be followed. In one case of new 
contamination the urinary ®°Sr-excretion curve fitted the 
equation: 

E=0-376 exp.( _ kde ) +0:119 exp.( a 
0-693t ‘) 


+0-004 exp.( ee 


where exp.=exponential function, t=time, and E=the total daily 
excretion t days after ingestion. 

The body burden of Sr was estimated to be of the 
order of tens of microcuries. The body burden of radium- 
226 was about 10-° g. or less. 

Hematological studies revealed signs of irritation of 
erythropoiesis, such as reticulocytosis and hyperplasia 
of the erythroblast series in the bone-marrow. 





0:693t ) 
4-4 
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GASTROINTESTINAL LESIONS IN 
STARVATION INDUCED BY DRUGS OR 
SIMPLE FOOD REDUCTION 


J. A. NISSIM 
M.D. Lond. 


READER IN PHARMACOLOGY IN THE UNIVERSITY OF LONDON, 
AT GUY’S HOSPITAL MEDICAL SCHOOL, LONDON, S.E.1 


IN animals, large doses of trimethylhexadecylammonium 
stearate and related compounds, given by mouth or by 
injection, damage the gastroduodenojejunal mucosa, 
producing ulceration and macroscopical hemorrhage 
(Nissim 1960a, b, and c). Smaller doses by mouth cause 
much loss of weight without reduction in food intake. 
This suggests serious impairment of absorptive function, 
and by intestinal perfusion studies this was confirmed for 
glucose, methionine, and sodium butyrate. When mice 
were fed for long on diets containing these drugs, they 
finally succumbed with gross inanition. Before death a 
high proportion had the same gastrointestinal lesions as 
were found regularly in acute toxicity tests—namely, 
ulceration, pronounced degeneration of villi, and coffee- 
ground hemorrhages. It was not clear, however, to what 
extent any of these findings was the direct effect of the 
drug (and hence a toxic side-effect) or was secondary to 
impairment of absorption (an effect of malnutrition). 

Atrophy of the gastrointestinal tract in starvation is 
well known; so is the diarrhoea of primary starvation. 
Much less generally known is intestinal hemorrhage and 
ulceration, and even when these have been described 
(Keys et al. 1950) it was never clear what role was played 
by dysentery and other intercurrent infections in the 
production of the lesions. The frequency of such com- 
plicating factors has probably varied in different recorded 
famines as well as in different starvation experiments. 
It became evident that, to separate the direct effects of the 
drug from the secondary starvation effects, further 
investigation was required. 

The careful study of these late effects was important, 
because such an investigation might reveal a drug of 
low enough toxicity to be of use in the treatment of 
obesity. Strictly parallel experiments were accordingly 
carried out in which the same degree of inanition was 
produced over comparable periods, by simple food 
reduction and by drugs. The starvation effects were 
further compared in four species of laboratory animals. 


Methods 

Starvation by partial food withdrawal was produced in 
forty-four mice: 

Thirty-two were given 1-3-5 g. of diet 41* daily until they 
died, the normal amount to maintain good nutrition being 5 g. 
Twelve more mice were given 2 g. of diet 41 daily, and two of 
these were killed every 2 days to study the progress of the 
lesions. 

The first eight mice were kept in perforated aluminium 
boxes with sawdust bedding. To eliminate possible effects of 
sawdust eating and gnawing of aluminium, the other mice were 
put in perforated ‘ Perspex ’ boxes without bedding, and were 
kept dry by a hot-water radiator. 

Drug-induced starvation was studied in thirty-eight 
mice: 

Trimethylhexadecylammonium stearate (0-4 and 0:5%,) and 
cetrimide (0-2 and 0-4°%) were incorporated in diet 41, and 
groups of twelve, fourteen, six, and six mice were maintained 


* Based on the formula of Bruce and Parkes (1956) and supplied by 
Joseph Rank, Ltd. 


on 5 g. of the respective diet per mouse daily until they died. 
Drinking water was unrestricted. 

All the mice were from non-interbred albino C stock. Body- 
weight was recorded to the nearest 0-1 g. Tissues for histo- 
logical study were taken within 2-3 minutes of death. 

Starvation by food reduction was also studied in four 
rats, four guineapigs, and four rabbits: 

The rats’ diet was restricted to 4 g. of diet 41 per day. The 
rabbits and guineapigs were given rabbit pellets which were 


TABLE I—EFFECTS OF SIMPLE FOOD REDUCTION AND OF DRUG-INDUCED 
STARVATION IN MALE ALBINO MICE 


Group Aa— ~ nl 
starvation — Statistical 
—_ caused by scdiced significance 
foo hcaamacest) by ¢ test 
reduction starvation 
No. of mice he i ass 32 38 i 
Average initial weight (g.) 25:15+0:52 | 2665+0:38 Pp<+0-02 
99 nal Re 39 si 17:51 0-44 | 19-47-+0-36 es 
»» loss in body-weight (g.) 7:64 ~0-43 718+0-28 p>03 
Reduction in body- \Mean 30:53+1:42 26:92+0°86 | p~0-05* 
weight (°.,) fRange 12:3 —472 149 38:1 
Length of experiment \ Mean 21:37+ 5:0 2163426 P>09 
(days): fRange 40—102:0 9-:0-—60:0 
Frequency of macroscopical 
gastrointestinal hemorrhage 25 (781".,) 30(789°,) P~08 


* When allowance is made for the heavier stomach contents of group B, 
P becomes » 0-05 (see text) 

gradually reduced from 60 to 10 g. and from 12:5 to 7 g. per 

day respectively. 

Mice 

The change in weight and frequency of gastrointestinal 
hemorrhage, and the experimental periods of simple food 
reduction and drug-induced starvation are given in 
table I. 

The drug-treated group gave a slightly higher mean 
initial weight, with Pp about 0-02. This was purely a 
chance effect, because the animals were allotted at random 
to the two groups. The mean loss of weight, in grammes, 
for simple and drug-induced starvation showed no 
significant difference; but loss of weight expressed as a 
proportion of the initial body-weight was 3:6",, less in 
drug-induced starvation—a difference which was only just 
significant, with Pp - 0-05. However, this result requires 
correction, because the stomachs of animals which died of 
drug - induced 
inanition almost 
always contained 
food, whereas in 
food-reduction 
starvation the 
stomachs were 
empty. Theaver- 
age weight of 


Results 







than 0:05, and so 
the difference be- 
tween the two 
groups was not 
significant. 

The values for 
both the mean 
period of starva- 
tion and the fre- 
quency of gastro- 





. the stomach con- 
: y tents of a mouse 
YD is about 0°5 g.; 
§ S but a correction 
w X 4 of even 0-1 g. 
™ S made P greater 
s& 
2 a 
xcs 


hwmor- 
rhage (showing as dark areas) in a mouse 
killed after 11 days of dietary restriction. 


Fig. 1—Extensive gastrointestinal 
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Brown pigment of hemorrhage 





Fig. 2—Type-I intestinal damage, showing loss of staining (with eosin 
and hematoxylin) of the upper part of the villi in a mouse killed 
after 22 days of dietary restriction. (~ 30.) 

The tips of the villi are densely laden with brown hemoglobin 

pigment, and the intestinal debris in the centre is stained brown as a 

result of luminal hemorrhage. 


intestinal hemorrhage in the two groups were remarkably 
close. In both groups the hemorrhage always started in 
the pyloric stomach and involved the duodenum and 
jejunum, and quite often the whole of the ileum (fig. 1). 
This contrasts with the early gastrointestinal hemorrhage 
caused by these drugs in acute toxicity tests, where the 
ileum was hardly ever affected. No macroscopic hemor- 
rhage was noted in the colon or cecum. In both simple and 
drug-induced inanition, melzna never appeared before the 
last 2 days of life, and more often only in the last few hours. 
Thus, the macroscopic lesions developed terminally, but 
microscopic damage was evident earlier. No diarrhoea was 
noted in either group, but in cases of abundant gastro- 
intestinal hemorrhage the faces were soft and non- 
formed. The incidence of hemorrhage was not related to 
the duration of the experiment. 

Microscopically, the pyloric stomach showed multiple 
ulcerations where the mucosa was completely or partially 
destroyed, and the ulcer crater was filled with brown blood 
pigment. Even in cases without macroscopic hemorrhage the 
mucosal cells were atrophied, and this was associated with 
large submucosal blood spaces with oozing of red blood- 
corpuscles from the surface. In the duodenum, jejunum, and 
ileum, damage started at the tips of villi; it was slight in the 
early days of starvation, but at death the changes were extreme 
and of two types. Either the cells and nuclei melted away from 
the uppermost portions of the villi, leaving behind a non- 
Staining skeleton of connective fibre and debris (fig. 2), or the 
cells shed themselves singly and in groups while still retaining 
affinity to hematoxylin and eosin (fig. 3). In the second type 


TABLE II—EFFECTS OF STARVATION BY FOOD REDUCTION IN RATS, 
asncieanenonsncics AND RABBITS 


— Rats Guineapigs Rabbits 
No. “of animals ae i 4 4 4 
Average initial weight (g. ) re 393 + 43 624+ 27 2202 +222 
» final (g.) . 217 + 32 338 +21 987 +-126 
»  lossin body- wolnke (g.) 176 +-13 286 +15 1215 +106 
Reduction in body- Mean | 45:442-2 46:0 +1:8 55:541:9 
weight (°%): Range 39:3- 50-0 106-484 506-594 
Length of experiment \ Mean 18:3+41:7 245431 64:0 +-16-0 
(days): Range 140- 22:0 18:0—32:0 35:0-95:0 
Frequency of —macroscopical 4/4 3/4 4/4 
Zastrointestinal haemorrhage (extensive) (slight) (in stomach 
only) 





Basal aspect of Villi 








P 

.* ny © de 

Fig. 3—Type-IlI intestinal damage, with disorganisation of villus 
structure and shedding of mucosal cells, but no hemorrhage or 
loss of affinity to stains, in a mouse killed after 7 days of dietary 
restriction. ( 30.) 


of lesion, villus structure showed almost total disorganisation. 
Frank luminal hemorrhage was invariably a feature of the 
first type, and not the second. 
Other Species 

The results of food-reduction starvation in rats, 
guineapigs, and rabbits are summarised in table 11. The 
percentage loss of body-weight was greatest in the rabbit 
and least in the mouse, the loss itself being somewhat 
proportionally related to body-weight. Gastrointestinal 
hemorrhage was frequent in all three species, but its 
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Fig. 4—Multiple small hemorrhagic ulcers in fresh gastric mucosa 
of a rabbit which died from inanition after 95 days of dietary 
restriction. 


The white specks are caused by photographic highlights. 


extent and distribution differed. In the rat gastro- 
intestinal hemorrhages were extreme and involved the 
pyloric stomach as well as the whole of the small intestine, 
whereas in the guineapig they were ¢’ jht and patchy, 
sometimes taking the form of small brownish ecchymoses. 
In the rabbit, on the other hand, the small intestine was 
entirely free of hemorrhage; the lesions were confined 
to the fundus and pyloric stomach, and they had the 
form of multiple punctate hemorrhagic ulcers (fig. 4). 
The small intestine was very thin in all four species. 
Microscopically, gastric hemorrhagic ulceration was present 
both in the rabbit and rat (fig. 5). In the guineapig, though 
macroscopic lesions were usually absent, blood undoubtedly 
oozed from small breaches in the gastric mucosa (fig. 6). 
Intestinal hemorrhages were found regularly only in the rat, 
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Pigmented region of ulcer 
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Fig. 5—A deep hemorrhagic ulcer in the pyloric mucosa of a rat 
which died from inanition after 22 days of dietary restriction. 
(* 30.) 

The ulcer region above the dotted line is heavily stained with 
brown hemoglobin pigment. 





but even in the rabbit, when these were absent, there was 
severe and more or less uniform atrophy and disorganisation 
of the villi. 
Discussion 

The earliest accounts of gastrointestinal changes in 
starvation were by Porter (1889) and by Formad and 
Birney (1891). The latter found “ marked evidences of 
dysentery of a subacute type”, and distinct enteritis 
extending to the ileum. Neither in famine nor in sporadic 
starvation can the role of infection in the production 
of ulceration and hemorrhage be reliably assessed. 
McCarrison (1921) described atrophy of the gastro- 
intestinal mucosa, with ulceration and hemorrhage, in 
pigeons, guineapigs, and monkeys; but because the diets 
were deficient in quality rather than quantity his animals 
had vitamin deficiency. Jackson (1925) reviewed the 
reports of gastrointestinal changes, but the only worker 


Red 
blood- corpuscles 


_ Shed 
epithelial cells 





ty 
iy 
* , 4 Z 


Fig. 6—Necrosis in gastric of a guineapig which died from 
inanition after 32 days of dietary restriction. ( 100.) 
There is shedding of epithelial cells (dark and nucleated) and 
oozing of red blood-corpuscles from the crypts into the lumen. 








to describe lesions similar to those which I found was 
Miller (1927), who studied inanition in young rats severely 
underfed from birth by rationing the mother’s milk, 
Miller noted atrophy and necrosis of the mucosa of the 
stomach and small intestine, with ecchymoses, ulceration, 
and luminal hemorrhages, but did not estimate the fre- 
quency of these lesions. Changes in the colon were slight 
or absent. 

A point which emerges from my investigation concerns 
the differences in the extent and site of gastrointestinal 
hemorrhages in different species. The rat and mouse had 
the most frequent and extensive hemorrhages; these 
are unlikely to be caused by lack of vitamins C or K, since 
neither of these species depends on its food-supply for 
its body needs of these vitamins. The guineapig, which is 
vitamin-C dependent, had fewest lesions. In the rabbit 
hemorrhagic lesions were confined to the gastric mucosa. 
The species differences in severity and extent of the 
lesions are less likely to be related to vitamin deficiency 
than to the half-life or generation time of the mucosal 
cell, which is known to be short—the mitotic index being 
of the order of 24—48 hours in the rat and mouse (Leblond 
and Walker 1958). 

The characteristic site of the gastrointestinal ulceration 
and hemorrhage in the different species should be com- 
pared with the findings in man. Published accounts 
seem to leave little doubt that it is the colon which is 
primarily affected in human starvation (Formad and 
Birney 1891, Lipscomb 1945), and Dr. S. J. de Navasquez 
(personal communication 1960) agrees. In severe cases the 
ulceration extends to the ileum. This is the usual dis- 
tribution of lesions in ulcerative colitis. The possibility 
arises, therefore, that the primary lesion of non-specific 
ulcerative colitis may have its origin in the absorptive 
functions of the small intestine rather than in a patho- 
genic process of the colon itself. This possibility is not 
necessarily incompatible with an autoantibody process, 
which may involve a certain absorptive enzyme. If sucha 
view is accepted as a working hypothesis, the next step 
would be to search for clues about the nature of the 
nutrient component affected. Faulty absorption of fat is 
easily ruled out, because colonic ulceration is not a feature 
of the steatorrhceas. Malabsorption of some aminoacid or 
specific food component seems to be a more acceptable 
explanation. Intestinal absorption studies may yield vital 
information. 

Finally, the similarity in the results of the drug-induced 
and simple quantitative starvation experiments is striking, 
and the conclusions are obvious. In testing compounds 
which reduce alimentary absorption, gastrointestinal 
lesions are to be expected as often and as extensively as in 
the present experiments, when starvation is of comparable 
degree; they cannot be regarded as primary toxic 
manifestations. 

Summary 

Trimethylhexadecylammonium stearate and related 
compounds interfere with the absorption of food from 
the intestine, and animals fed on diets containing these 
drugs die from inanition. Necropsy shows extensive 
gastrointestinal hemorrhages and ulceration. 

Control experiments, in which animals were reduced to 
a comparable degree of inanition by partial food with- 
drawal, gave the same results as regards frequency (75- 
100%) and extent of these lesions. 

Hence, the pathological process in drug-induced 
starvation can be adequately explained by the degree of 
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jnanition produced, and it is not a primary toxic effect 
of the drug. 

Differences were found in the site of the gastrointestinal 
lesions in four animal species and in man. The colonic 
preponderance of the lesions in man may be significant in 
relation to the etiology of non-specific ulcerative colitis. 


I am indebted to Mrs. Miriam Thurlow and Miss Myra Jones for 
their willing help in performing the experiments; to Mr. L. Westwood 
for the histological sections; and to Mr. C. E. Engel and Mr. R. S. 
Morgan for the macroscopic and microscopic photographs. 
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RESPIRATORY OBSTRUCTION 
DUE TO TRACHEAL GRANULOMA 
AFTER TRACHEOSTOMY 
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M.B. Lond., F.F.A. R.C.S. 

ANASTHETIST TO THE SOUTHAMPTON GROUP OF HOSPITALS 
R. S. WALSH 
B.M. Oxon., F.F.A. R.C.S. 

SENIOR REGISTRAR IN ANASTHETICS, 


SOUTHAMPTON GROUP OF HOSPITALS AND ST. GEORGE’S HOSPITAL, 
LONDON, S.W.1 


From Southampton General Hospital 


IN recent years it has become accepted treatment to 
perform tracheostomy in patients with respiratory 
insufficiency. This reduces the functional dead-space, 
safeguards the air passages from soiling by extraneous 
secretions, and permits long-continued intermittent 
positive-pressure respiration should this be required. 

A tracheostomy performed under general anesthesia 
in good conditions in the operating-theatre, and by an 
experienced surgeon, is a relatively minor operation with 
few untoward sequelz. But we here report two patients 





Fig. 1—Lateral radiographs of neck tu show tracheal granulomata at upper edge of 
tracheostome: (a) in case 1, and (6) in case 2. 


who developed the uncommon but dangerous complica- 
tion of tracheal granuloma. 


Case-reports 

Case 1 was a boy, aged 4 years, with tetanus. On admission 
to hospital he had respiratory insufficiency due to spasms and 
secretions; and immediately, under general anesthesia with 
endotracheal intubation, a tracheostomy was performed 
through the second and third tracheal rings. A Radcliffe 
cuffed rubber tracheotomy tube was inserted and left in situ 
for 5 days, when it was replaced with another; subsequently 
it was changed weekly. The cuff was inflated only enough to 
make an airtight seal, and every 4 hours it was deflated for 
10 minutes. The inspired air was continuously humidified to 
not less than 95% relative humidity. 

The tetanus became more severe, and for 12 days the child 
was curarised and kept on intermittent positive-pressure 
respiration. To re-establish his laryngeal function during 
recovery, the cuffed rub- 
ber tube was replaced 
by a silver fenestrated 
Durham’s tube 18 days 
after admission. 4 days 
later he could tolerate 
permanent closure of 
this tube day and night. 
His speech, coughing, 
swallowing and natural 
airway were apparently 
normal, and it was de- 
cided to allow the stoma 
to close. The tube was 
removed under super- 
vision, and the stoma 
was covered with an 
occlusive dressing. His 
respiration at once became completely obstructed, and after 
some difficulty the airway was restored by reintubation. 

Radiographs of the neck revealed a pedunculated mass inside 
the trachea, arising from the upper lip of the stoma (fig. 1a). 
This was removed at bronchoscopy a few days later, and was 
found to be a granuloma of the trachea. It had clearly acted 
as a ball valve: with the tracheotomy tube in place the 
granuloma had been supported and the upper airway was 
maintained, but when the tube was removed the mass fell down- 
wards causing total respiratory obstruction. After the granuloma 
was removed the child made an uninterrupted recovery. 

Case 2.—A girl of 19 had polyneuritis with 
respiratory insufficiency severe enough to need 
tracheostomy and, later, intermittent positive- 
pressure respiration. The technique and 
regime were the same as in case 1. After 7 
weeks the patient had recovered sufficiently 
for a silver tracheotomy tube to be inserted, 
but, because of the difficulties in case 1, a lateral 
radiograph of the neck was taken first, and this 
disclosed a similar lesion (fig. 1b). This granu- 
loma, too, was removed bronchoscopically, 
and recovery was complete after closure of the 
tracheostomy. 





Fig. 2—Granuloma round the edge 
of a tracheostome. 


Discussion 

Tumours of the trachea are rare, and 
few tracheal granulomata have been re- 
ported after tracheostomy. Hollinger et al. 
(1950) described two cases in 14 years’ 
experience. One of these caused respira- 
tory obstruction 10 days after the tube was 
removed, and the other gripped the 
tracheotomy tube so tightly that it could 
not be removed. No details are given of 
the tracheostomy technique. External 
granulomata are said to be common round 
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the site of the stoma, and we have confirmed this (fig. 2). 
Smythe and Bull (1959) saw two cases of neonatal tetanus 
with intratracheal granulomata, and one of them died 
from the consequent respiratory obstruction. 

The etiology of these granulomata is not certain, but 
irritation of the tracheal epithelium by rubber trache- 
otomy tubes, food, and secretions above the cuff, and 
by the low-grade infection which is almost inevitable 
under these circumstances, probably play a part. 
Chevalier Jackson (1936) described the frequent ball- 
valve-like action of tracheal tumours, and their ability to 
cause respiratory obstruction. All the reported cases were 
truly tracheal, and all were at the upper lip of the stoma. 
The condition must be distinguished from laryngeal 
granuloma, which is more common. 


Summary 
Two cases of pedunculated tracheal granuloma after 
tracheostomy are reported, and the dangers are described. 
Lateral radiographs of the neck should be taken before 
attempting to close such a tracheostomy, and it is im- 
portant not to remove a tracheotomy tube unless rapid 
reintubation can be undertaken should obstruction arise. 
We are grateful to Dr. P. G. Todd and Dr. H. K. Meller, the 
physicians to the respiratory unit, under whose care these patients 
were admitted. Our thanks are also due to the department of medical 
photography of St. George’s Hospital, London, and to Mr. 
M. A. White, hospital group photographer, Southampton, for the 
illustrations. 
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Preliminary Communication 





ILEUS AND 
POSTOPERATIVE INTESTINAL MOTILITY 


It is our belief that, with the control of other hazards, 
ileus and intestinal obstruction stand first among post- 
operative risks in abdominal surgery.! It is therefore 
particularly unfortunate that the clinician finds so little 
help in accepted physiological concepts, despite their 
respectability, and in approved therapeutic remedies, 
although they are potent. The seeming impunity ? with 
which in man the sympathetic chain or the vagus nerves, 
or both, may be ablated, is itself a challenge to the balance 
if not to the sense of current physiological teaching. 

In view of the apparent need for a reassessment of the 
factors concerned in intestinal motility and for a new 
approach to the problems of ileus, we embarked, some 6 
years ago, upon a study of postoperative intestinal 
function by all the means then available—namely, 
balloon kymography, X-ray bolus studies, auscultation of 
bowel sounds, girth measurements, and prophylactic 
intestinal intubation. At the same time, experimental 
studies in animals were begun in an attempt to evaluate 
the effects of various drugs used before and after opera- 
tion, and of different anesthetic combinations. 

We hope eventually to present our data and conclusions 
in a more complete form, with all our observations in man 
adequately controlled. But this will obviously involve an 
enormous amount of labour if we are to allow for the 
numerous variable factors, such as anesthetic agents and 
preoperative and postoperative drugs, and for individual 
variations of all kinds in both patients and doctors. Mean- 
while, we have enough evidence to suggest very strongly 
that the pattern of intestinal motility after operations 
differs from what is generally taught and believed * in a 
number of respects, some of which are sufficiently 
important to record at this stage. 

In brief, we think we have shown: 


1. That with modern anesthetic sequences intestinal move- 
ment may not cease during even major abdominal operations. 

2. That postoperative intestinal activity may continue 
without interruption, or be resumed after a very short interval, 
after even major abdominal operations. 

3. That the different parts of the gastrointestinal tract behave 
1. Wells, C. A. Brit. J. Urol. 1956, 28, 335. 
2. Bingham, J. R., Ingelfinger, F. J., Smithwick, R. W. ¥. Amer. med. Ass. 

1951, 146, 1406. 


3. — Jones, F., Gummer, J. W. P. Clinical Gastroenterology, Oxford. 





differently in these respects, the small intestine being the most 
active, and the stomach and the colon the most static. 

4. That gaseous distension is more the cause than the effect 
of ileus. 

5. That prophylactic “long tube” intubation will preventileus. 

6. That jejunal feeding can be substituted for intravenous 
feeding in selected cases. 
Basic Data 

Many of our observations have involved the willing 
cooperation of patients in studies which have caused them 
more or less discomfort and inconvenience. Rather than 
submit them to repeated tests, we have accepted the 
generally acknowledged facts that, normally bowel sounds 
with certain characteristics occur at intervals of not more 
than 4 minutes,‘ and that X-ray opaque meals proceed 
down the intestinal tract at roughly predictable speeds. 
Standard data are also available for balloon kymography,' 
and data recording the significance of gas in the intestine 
are recorded.® ” 
Clinical Data 

Individual members of our team have made observa- 
tions on groups of cases as nearly as possible comparable, 
if not quite identical. Thus, we have studied series of 
cholecystectomies, gastrectomies, and herniotomies. In 
each series the methods of preparation, anesthesia, 
operating, and nursing have been as nearly as possible 
uniform. This has tended to produce some constancy in 
the findings, but it clearly leaves the way open for further 
studies under various conditions. 


BALLOON KYMOGRAPHY 

This is probably the most exacting study for both 
patient and observer. Records have been made both 
during and after operation. 

Method.—A Miller-Abbott tube is manipulated into the 
small intestine during operation. Periodically during the post- 
operative period the functional state of the small bowel is 
sampled, the balloon of the Miller-Abbott tube being inflated 
with air, and the tube attached to a tambour pen-writer which 
records on a moving drum at the patient’s bedside. 

Cases studied.—Ten patients have been studied, eight of 
whom had gastric operations, one a cholecystectomy, and one 
a simple laparotomy. 

Results 

Small bowel contractions were found as early as 11/,-3 

hours after operation. 

4. Milton, G. W. Med. J. Aust. 1958, i, 490. 

5. Foulke, W. T., Code, G. F., Morlock, C. G., Bargen, J. A. Gastro- 
enterology, 1954, 26, 601. 


6. Maddock, W. G., Bell, J. L., Tremaine, M. J. Ann. Surg. 1949, 130, 512. 
7. Wangansteen, O. H., Rea, C. E. Surgery, 1939, 5, 327. 
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X-RAY BOLUS STUDIES 

Method.—The progress of small amounts of a barium sus- 
pension (30 ml. ‘ Micropaque ’, Damancy) is followed radio- 
graphically after operation. On the patient’s return to the 
ward, the barium is syringed either into the stomach down a 
nasogastric tube, or into the proximal small bowel through a 
long intestinal tube introduced during the operation. In four 
patients barium was placed into both stomach and jejunum. 
Radiographs are taken in the ward, and movement of the barium 
is followed for up to 48 hours after operation. 

Cases studied.—Seventy-seven patients have been studied, 
comprising the following groups: cholecystectomy fifteen, 
herniorrhaphy twenty-three, gastric operations twenty-three, 
miscellaneous intra-abdominal operations seven, and miscel- 
laneous extra-abdominal operations ten. 

Results 

Gastric stasis occurs after any operation, but it is 
greatest when the peritoneum has been opened. Small 
intestinal movement mostly continues after operation, 
even when intraperitoneal procedures are included. There 
is postoperative large bowel inertia, which permits the 
accumulation of gas in the colon and accounts for abdom- 
inal distension and the failure of flatus to pass for 24-48 
hours. 

BOWEL SOUNDS 

This technique is at once the most time-consuming and 
most difficult to interpret. The conversion of bowel 
sounds to a visual record is as yet imperfectly developed. 

Method.—Bowel sounds have been studied by means of two 
microphones applied to the abdomen; these are placed in 
position on the patient’s return to the ward. Abdominal 
sounds, thus amplified, are either relayed to a loud-speaker in 
an adjoining room, or are recorded on tape. The occurrence, 
nature, and volume of the sounds is computed either by 
continuous monitoring of the loud-speaker, or by playing back 
the tape record. 

Cases studied.—Eleven patients have been studied, of whom 
all except one had gastric operations. 

Results 

Recording and listening started 1-4 hours after the 
operation. In all patients sounds were heard at, or near 
the outset, and they continued throughout the observation 
period. They are taken to indicate early and continued 
intestinal activity, without the exact location or nature 
of the activity being identifiable. 


GIRTH MEASUREMENTS 
This is a crude technique, but with sufficient care it can 
be quite informative. We have often used the method but 
very few records are available for study. 


PROPHYLACTIC JEJUNAL INTUBATION 
(DECOMPRESSION) 

Since we adopted this manceuvre, ileus, wound 
dehiscence, and incisional herniz have virtually ceased to 
be seen as complications in our service. 

Method.—At the time of operation an olive-ended poly- 
ethylene tube, of 1:5 mm. internal diameter, is introduced by 
the anesthetist and threaded by the surgeon into the upper 
jejunum. The upper end is drawn out through the nostril, and 
left open. In some cases, gas escaping from the tube has been 
caught in a trap. 

Cases studied.—About five hundred major abdominal 
sections. 

Conclusions 


; Decompression of the jejunum (i.e., maintenance of the 
intraluminal pressure at atmospheric pressure) prevents 
ileus. Ordinarily not more than 10 ml. of gas escapes from 
the tube in 12 hours. 


PROPHYLACTIC JEJUNAL INTUBATION 
(FEEDING) 

Method.—The jejunal tube being in position, a feeding drip 
is begun within 24 hours of the operation in those cases in 
which the alimentary tract has not been interfered with below 
the point of feeding. 

Cases studied.— About forty gastric resections. 


Conclusions 

The method is a good substitute for intravenous feeding 
in most upper abdominal sections. Diarrhoea may be 
caused, especially by milk. Feeding must be abandoned 
in favour of suction if the abdomen becomes distended. 


SUMMARY OF CONCLUSIONS 

1. The stomach is subject to stasis after operations, and 
it empties slowly. A residue may be demonstrated as long 
as 48-96 hours after operation, even when the stomach 
itself has not been involved. 

2. In the absence of obstruction or ileus, the small in- 
testine is generally active and empty after operations and 
may be used in selected cases for tube feeding. 

3. The decompression effect of an open tube in the 
jejunum is sufficient to prevent ileus even though nothing, 
not even gas, comes up the tube in significant quantity. 

4. The colon is subject to postoperative stasis, and it 
may be responsible for a large part of any postoperative 
distension. 
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Reviews of Books 





The Chosen Few 
An Examination of Some Aspects of University Selection in 
Britain. W. D. FURNEAUX, B.SC., psychologist-in-charge, 
Nuffield Student Selection Unit, Institute of Psychiatry. 
Published for the Nuffield Foundation by the Oxford University 
Press, London. 1961. Pp. 245. 25s. 

IN this first volume, which begins to record the results of ten 
years’ work on the selection of university students, Furneaux 
discusses in detail the factors that determine which of the 
600,000 or so children entering schools in England and Wales 
each year get in due course to a university. The ‘‘ chosen few ” 
are less than 5% (3:8% boys, 1-6% girls). Selection starts with 
the social class into which the child is born; continues with the 
11-plus examination, and the hazards of prematurely leaving 
secondary school; the examinations for the General Certificate 
of Education at O level and A level; the entrance requirements 
of different universities and faculties; and, finally, selection by 
whatever methods an individual department uses. Believing as 
he does, that although the design and operation of university 
selection techniques are matters for the expert, all forms of 
selection are legitimate objects for public concern, the author 
has taken great trouble to present this very complex material 
in a form easily digestible by the non-expert. But it will be 
specially useful to those who have to undertake the often frus- 
trating, and always time-consuming and patience-taxing, work 
of trying to discriminate fairly and reliably between applicants 
on inadequate evidence. 

The main findings will not surprise anyone who has been 
seriously concerned with selection procedures. G.C.E. A-level 
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results are good predictors of future performance in university 
examinations but are not available to selectors early enough; 
headmasters’ reports could be more efficiently used than they 
are; the interview is an unreliable device; multiple applications 
are a nuisance to everybody; different selectors have different 
tastes. But some of Furneaux’s statements may jolt the reader 
into new ways of thinking about basic assumptions—for 
example, “‘ It is, in fact, all too easy to lose sight of the fact that 
a student who is mistakenly accepted may have grounds for 
complaint which are no less strong than those which apply in 
the case of errors of judgment leading to rejection.” 

The author not only makes extremely clear the urgent 
need to reform present procedures, but also makes prac- 
tical suggestions about how a central clearing-house could help 
by recording and processing data and making these quickly avail- 
able to selectors, while still leaving them to exercise personal 
judgments to suit local needs. Facilities for follow-up and 
continuous reassessment of criteria could be built into the 
system. If with such expert assistance we could more easily 
pick what seems to us the best, we might then turn our atten- 
tion still more seriously to new ways of making the best of 
what we have picked. For, as Furneaux says, ‘‘ whatever may 
be said about selection, there can be no doubt that guidance is 
of immense importance, and that there is great scope for its 
extension within the whole educational system ”’. 


New Soviet Surgical Apparatus and Instruments and 
Their Application 
Editor: M. G. ANAN’YEV, director, Scientific Research Institute 
for Experimental Surgical Apparatus and Instruments, Moscow. 
Translated by JoHN Barry ELtiott. Oxford: Pergamon Press. 
1961. Pp. 222. 80s. 

IN 1951 the Soviet Government set up a special institute for 
experimental surgery to develop new techniques and instru- 
ments to the point at which they are ready for routine use in 
hospitals. Within five years sufficient work was done to be 
presented at a symposium in late 1956. These papers were 
published in Moscow the next year, and the book has now been 
translated into English. It makes fascinating reading for the 
Western surgeon. 

Perhaps the most striking feature in the present Russian 
surgical scene is the trend towards mechanical suturing. The 
well-known apparatus for vascular anastomosis, which was 
developed at the Institute some years ago, has undergone many 
modifications and adaptations to allow new applications to 
other situations and tissues. End-to-end and end-to-side 
anastomoses can now be completed quickly and with very 
slight damage to the vessel wall. With one modification the 
apparatus can be used for suturing nerves, and another in 
general use in thoracic centres permits instantaneous closure 
by tantalum clips of the bronchial stump after pulmonary 
resection. Another apparatus allows the application of a 
metallic ligature to vessels in deep surgical cavities so that the 
ureteric stump after nephrectomy, or the cystic duct after 
cholecystectomy, can be closed in this simple way. 

Whether these mechanical devices have the necessary lati- 
tude to be used on diseased tissues is perhaps questionable, but 
there can be no doubt that in the expanding area of organ 
transplantation by vascular anastomosis the speed and gentle- 
ness of the mechanical apparatus and its effectiveness in quite 
small arteries will be of great value. 

The articles in this book, however, are in no way specula- 
tive. They record the solid achievement of those responsible 
for developing the apparatus, and minutely detailed instruc- 
tions for the care and use of the angiorrhaphy apparatus, 
details of the histological examination of specimen anastomoses 
at various intervals after operation, and an interesting survey 
of many cases, mainly traumatic, in which the apparatus was 
used. 

Mechanically sustained circulation apparatus seems in 
Russia to have been applied mainly to resuscitation and organ 
storage. The extent of these developments is unfamiliar to 
many Western surgeons, for we have been more concerned 
with the applications of the pump oxygenator to cardiac sur- 


gery—a subject which only recently has begun to receive inten- 
sive study in Russian centres, and is not much discussed there- 
fore in this book. We hope this interesting and stimulating 
volume will be followed by similar reports from time to time. 


The Psychological Care of the Child in Hospital 
AGATHA H. BOWLEY, PH.D., F.B.PSY.S., educational psychologist, 
Royal National Institute for the Blind, Cheyne Centre for 
Spastic Children, and Queen Elizabeth Hospital for Children, 
London. Edinburgh: E. &. S. Livingstone. 1961. Pp. 38. 4s. 6d. 

Dr. Bowley describes the Platt Committee’s report ! on The 
Welfare of Children in Hospital as “‘ perhaps the most human 
of government documents ever to have been produced’”’. After 
studying it she thought it would be useful to write a short 
handbook to bring the report more closely to the notice of 
nurses in training, emphasising the importance of the psycho- 
logical care of the child admitted to hospital. The pamphlet 
begins with the child’s view of hospital and describes the sort 
of things that make hospitals frightening to a young child. It 
then goes on to the attitude of the parents, the best ways of 
preparing children for admission, and the different kinds of 
reaction in children. 

The pamphlet contains some simple theory and a good deal 
of practical advice and common sense about feeding difficult 
children, toilet training, settling the child at night, and prepar- 
ing him for medical treatment. There is also a short appendix 
on special problems in the care of handicapped children in 
hospital, including mentally retarded, spastic, blind, and deaf 
children. 


Science and Human Values (London: Hutchinson. 1961. 
Pp. 96. 12s, 6d.).—The three essays by Dr. J. Bronowski in 
this book were first given as lectures at the Massachusetts 
Institute of Technology in 1953, when he was Carnegie 
professor. They discuss the evolution of contemporary values. 
Their theme is that the values which we accept today as 
permanent and often as self-evident have grown out of the 
Renaissance and the Scientific Revolution. “‘ The arts and the 
sciences have changed the values of the Middle Ages; and this 
change has been an enrichment, moving towards what makes 
us more deeply human.” Dr. Bronowski believes that there is a 
likeness between the creative acts of the mind in art and in 
science. A single creative activity is displayed alike in both and 
shows itself in the ability to see similarities in different objects 
and so to embrace them in new unities. Scientific truth con- 
forming to a sanction of fact is really no different from truth in 
the arts. “‘ The facts of the heart, the bases of personality, are 
merely more difficult to communicate.” He illustrates his 
theme with many references to literature and art and he knows 
a good deal about both. In these days when the arts and the 
sciences seem to be getting further and further apart and when 
specialisation in one or the other begins earlier and earlier, he 
has an important contribution to make. 


Roentgen Examinations in Acute Abdominal Disease 
(2nd ed. Oxford: Blackwell Scientific Publications. 1960. 
Pp. 518. 124s.).—Nine years ago the first edition covered 
the radiological possibilities in the diagnosis of the acute 
abdomen. The new edition has afforded Dr. J. Frimann-Dahl 
the opportunity of enlarging it to the greater satisfaction of 
those who have derived valuable help from one of the most 
complete books in a limited field. Over 400 illustrations of 
radiographs are included. 


Evolution of Medical Practice in Britain (London: 
Pitman Medical Publishing Co. 1961. Pp. 168. 25s.).—This 
subject was the theme of the first British Congress on the His- 
tory of Medicine which was held in London last September. 
The papers read at the meeting have now been published under 
the editorship of Dr. F. N. L. Poynter. The congress was 
organised by the Faculty of the History of Medicine and 
Pharmacy of the Society of Apothecaries of London. 


1. Ministry of Health: Central Health Services’ Council. The Welfare of 
Children in Hospital. H.M. Stationery Office, 1959. 
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Long-term Anticoagulant Therapy 


Last December we reviewed the accumulating infor- 
mation about the treatment of myocardial infarction ! 
and, influenced in particular by the arguments of 
McMIcHAEL and Parry,” concluded that long-term 
anticoagulant treatment of this and other atherosclerotic 
diseases might not be as valuable as the first estimates 
had suggested. Since then more data have been pub- 
lished, and it is clear that this form of treatment is now 
so widely accepted that most doctors consider it for 
patients with atherosclerotic diseases, and the patient 
and their relatives expect them to consider it. 


The Medical Research Council’s trial * and the results 
published by BJERKELUND* showed that the benefits 
of long-term therapy were greater in men under the 
age of 55. In the M.R.C. trial comparison of the rates of 
reinfarction over a period of two years showed that in the 
control group recurrence was five times as common as 
in the treated groups for men under 55, but only twice 
as common in men over 55. 


THOMES et al.° have reported results in a group of 156 
patients with ischemic heart-disease treated from the 
onset with anticoagulants; 75 of them continued treat- 
ment throughout the period of observation, while in 81 
the treatment was discontinued after recovery but the 
patients were kept under observation. All subsequent 
thromboembolic episodes—including myocardial in- 
farction, cerebrovascular accidents, peripheral throm- 
bosis and embolism, and long-continued episodes of 
angina—were classed as recurrences. ‘THOMES et al. 
show their results in the form of a “ survivorship 
table”. For non-fatal recurrences at the end of five 
years, in the continued-treatment group an estimated 
803 per 1000 were still free of recurrence, while in the 
discontinued-treatment group the figure was 365 per 
1000. The difference in mortality was less striking; at 
the end of five years’ continuous treatment an estimated 
736 per 1000 survived, whereas five years after dis- 
continuance of treatment the figure was 672 per 1000. 
The records showed that many of the deaths were of 
patients noted to have an enlarged heart, cardiac 
decompensation, or diabetes; there were 31 such deaths 
in the continued-treatment group and 18 in the 
discontinued-treatment group. The five-year survival- 
rates were 912 per 1000 for the group on continued 
1. Lancet, 1960, ii, 1233. 

2. McMichael, J., Parry, E. H. O. ibid. p. 991. 
3. Report of the Working Party on Anticoagulant Therapy in Coronary 


bene to the Medical Research Council. Brit. med. 7. 1959, 
i, 83. 

4. Bjerkelund, C. J. Acta med. scand. 1957, 158, suppl. 330. 

>, tome, A. B., Scallen, R. W., Savage, I. R. J. Amer. med. Ass. 1961, 


treatment and 727 per 1000 for the group in which 
treatment was discontinued. Other interesting points 
emerge from this survey: for instance, in the first year 
of treatment recurrences were often associated with a 
prothrombin-time that was below therapeutic level; 
after the first year recurrences were seldom associated 
with insufficiently prolonged prothrombin-time. These 
workers point out that the advantage of continued treat- 
ment continues and increases for several years; but as 
soon as treatment is stopped the recurrence-rate rises, 
and the longer the patient has been on treatment the 
higher the rate. They suggest that these data “ strongly 
favour permanent therapy ”’. 

This problem of increased recurrence after anti- 
coagulant treatment has been stopped has caused much 
concern. KEYES et al.*° reported that of 28 patients whose 
treatment with anticoagulants was stopped, 14 had a 
further infarct after periods varying from three days to 
twenty-two months; 6 of these recurrences were fatal. 
NICHOL et al.’ reported that, of 319 patients with 
ischemic heart-disease who had discontinued treatment, 
20 died in a “ heart-attack ’’ within less than a month, 
and 70 died within four years—most of these in the 
first year. DINON and VANDER VEER § studied carefully 
20 patients who had a recurrent myocardial infarction 
within four weeks after ceasing to take anticoagulants. 
They conclude that anticoagulant treatment should be 
continued for at least six to eight weeks after clinical 
recovery and should then be discontinued only very 
gradually, the dosage being tapered off over a period of 
four weeks in the light of weekly prothrombin-time 
estimations. For patients who have angina or who have 
had heart-failure and some other complications they 
recommend long-term therapy. 


OwreEN,® at the conference held in Dundee last 
September, discussed the organisation of long-term 
anticoagulant therapy, which he believes “ can now be 
safely employed for unlimited periods of time, provided 
that a reliable control technique is used and the treatment 
is conducted carefully and conscientiously by the 
laboratory, the physician, and the patient”. It is now 
possible, he says, to apply life-long anticoagulant treat- 
ment, and he lists five groups of cases for which this 
form of therapy should be considered. These groups 
are: (1) chronic rheumatic heart-disease; (2) angina 
pectoris of less than two years’ duration; (3) myocardial 
infarction, but only in patients who have had no more 
than one attack with no angina or with angina for less 
than two years: (4) atherosclerosis in the legs without 
symptoms or signs of coronary or cerebral athero- 
sclerosis; and (5) intermittent insufficiency of the 
cerebral circulation presumably due to thrombosis. 
The value of long-term anticoagulant treatment in 
groups 1, 4, and 5 is far from agreed, but many physicians 
now accept its value in groups 2 and 3. OwREN calculates 
that in Norway about 0-2°% of the population have 
atherosclerotic disease suitable for life-long anti- 
6. Keyes, J. W., Drake, E. H., Smith, F. J. Circulation, 1956, 14, 254. 

7. Nichol, E. S., et al. Amer. Heart F. 1958, 55, 142. 
8. Dinon, L. R., Vander Veer, J. B. ibid. 1960, 60, 6. 


9. Owren, P. A. Thrombosis and Anticoagulant Therapy (edited by W. 
Walker); p. 35. Edinburgh, 1961. 
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coagulant treatment, and in the next ten years increased 
survival could raise the proportion of the population 
under treatment to 1°: the incidence of atherosclerosis 
in Great Britain is said to be higher than in Norway, but, 
even by OwREN’s estimate, there are about a million 
potential patients in this country now. OWREN makes 
some useful suggestions about methods of organising 
the control of anticoagulant treatment on this scale. For 
instance, in one scheme the patient attends an anti- 
coagulant clinic once in four weeks. The prothrombin- 
time is estimated by a technician, and if the result is 
satisfactory the patient leaves (if the result is unexpected, 
the test is repeated and the patient is asked for explana- 
tions). The result is recorded on a chart, and later in the 
day the physician in charge reviews the charts and 
adjusts the dosage if necessary. The patient is informed 
of the new dosage by post. If the patient has any new 
symptom or any problem to discuss, he can see the 
physician when his test is completed. Owren’s labora- 
tory controls about 1500 patients in this way; he uses 
the thrombotest method, which requires only capillary 
finger-prick blood. The doctor spends “ less than half 
an hour a day ” reviewing the charts. The cost of the 
technician’s time and of reagents is said to be 17s. per 
patient for a year’s control. OwreN agrees that different 
local circumstances will need different organisation— 
laboratories in hospitals, forexample. But he says it is 
important that the technical and medical staff in labora- 
tories should deal only with problems directly related to 
therapy; all other matters should be the concern of the 
patient’s physician. 

At this conference, R. B. HUNTER! discussed the 
sequels of stopping anticoagulant treatment. The only 
way to get further information, he suggests, is ‘‘ to 
re-allocate cases from the treated group at the end of 
two years into high and low dosage groups ”. He agrees 
that the matter is important, because, if stopping treat- 
ment is liable to cause recurrences, the patient would 
have to stay on anticoagulant treatment unless there 
were very good reasons for taking the risk involved. 


Not everyone may agree that the problem is so 
extensive or so readily solved as Professor OwREN 
suggests. But long-term, possibly lifelong, anticoagulant 
therapy is with us; many hospitals provide some sort 
of an anticoagulant checking service for outpatients, and 
patients have now been maintained for months or years 
after myocardial infarction. If further trials support the 
use of long-term anticoagulant treatment after myo- 
cardial infarction, and if the treatment is to be extended 
to other types of vascular disease, preparations must be 
made for anticoagulant clinics capable of dealing with a 
large and increasing number of patients. Pathologists 
in charge of departments must be familiar with the 
extremely sluggish reactions of the N.H.S. administra- 
tion to requests for increases of staff and accommoda- 
tion. So they should start now, and at the same time 
they should agree on the roles of pathologist and 
physician so that the patient is properly cared for in all 
respects. 





10. Hunter, R. B. ibid. p. 53. 


Fish out of Water 


Any well-read medical student could answer a 
question on the health hazards of the fish trade: the 
guzzler of oysters risks typhoid fever, the fishporter is 
liable to Weil’s disease, and the deep-sea fisherman 
suffers from gurry sores and septic wounds caused by 
the spines of the weaver fish. (Few who do not practise 
in fishing ports know of the many accidents involving 
life and limb caused by heavy gear going adrift.) In the 
recorded cases of food-poisoning fish plays a very small 
part, and the housewife’s complaint is usually that it is 
stale and tasteless. Yet it has been recognised for many 
years that methods of landing, handling, and sale current 
in this country might be more efficient and more hygienic. 
Ten years ago the Whitefish Authority issued codes of 
practice (now out of print), and lately the Fleck com- 
mittee has produced a detailed report on the industry ! 
which can have brought comfort to no-one except our 
competitors in trade. 

Fish and shellfish gutted or dressed ashore undergo 
fecal pollution in proportion to the handling they get. 
The risk may be potential rather than real, but in 
Germany paratyphoid infections have been attributed to 
the “‘ cleaning ”’ of fish in harbour water contaminated 
by sewage. Most fish, however, is gutted at sea and 
packed in ice. ‘“‘ Lumping ” the fish in port is a hard and 
dirty trade, and the method of unloading seems more 
suitable for fuel than for food. The fish must then be 
sorted and weighed, and at Grimsby this involves 
successive transfer to four different containers; fish too 
large for the containers are literally manhandled. The 
fishmarkets on the dockside are mostly old, dark, and 
rough-floored, and give no encouragement to the 
niceties of handling. Selling by auction takes time, and 
even when sold the fish may remain for hours awaiting 
removal; and yet from the time it leaves the trawler’s 
hold little or no attempt is made to keep it cold. At 
50°F cod spoils five times faster than at freezing-point, 
and once fish is warm it is almost impossible to chill it 
again. (Treating the fish with an antibiotic, which is a 
reasonable alternative to freezing, is forbidden by law 
in Great Britain.) When the fish has left the market it 
must travel all night by road or rail to be displayed 
among the parsley and a few decorative blocks of ice on 
the fishmonger’s marble slab. Over the country as a 
whole, “ fresh fish ” is rather an optimistic label. 

Not all these failings are due to thoughtlessness or the 
force of tradition. Because the hull must be strong, the 
hatches of a trawler are usually too small for mechanised 
unloading. Sale by auction, with all its delays and need- 
less handling, persists because both officers and men are 
paid in part by results. Fishmarkets are beyond improve- 
ment because few of them pay their way. The returnable 
fish box, slimey, and smelly, is still used because no-one 
has yet devised an expendable substitute. The refrain of 
the Fleck report is “‘ more ice ” from the ship’s hold to 
the fishmonger’s slab, but outside the fishing ports ice is 
costly and hard to get. 

Some modern developments offer hope of cleaner and 
1. ‘Report of the Committee of Inquiry into the Fishing Industry. H.M 

Stationery Office, 1961. 
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fresher fish everywhere; and of these the most important 
is quick freezing. Almost every village shop now owns a 
“deep freeze” and sells a limited variety of fish fillets 
hygienically packed and reasonably fresh. Held at 15°F 
these will keep for at least a month. The quick freezing 
of fish demands modern hygienic premises, and since a 
steady turnover is desirable there is a tendency to buy by 
contract and thereby avoid the uncertainty and delays of 
the auction. A few modern trawlers have been equipped 
to freeze at least part of the catch at sea, and one firm 
is copying the Russian practice of a factory ship served 
by a fleet of catchers. Indeed, faced by closure of long- 
established fishing-grounds, the trawling industry has 
shown commendable initiative. Throughout the trade 
larger units are replacing the owner-skipper and the 
small wholesaler, and on the analogy of such a trade as 
milk these changes are for the general benefit of hygiene. 
But there remains a lot to be done before the housewife 
can be certain of getting fresh fish. One expert has 
estimated that at least 15°%, of the white fish sold by 
retail would be condemned if exposed for sale in the 
wholesale market.2, We hope that our public-health 
inspectors will mark his words. 





Annotations 





ACCIDENT SERVICES 


IN an interim report,* published this week, the Accident 
Services Review Committee of Great Britain and Ireland 
recommends that the country should be divided into 
convenient ‘‘ accident service areas”, each with about 
1'/, million population, and each operating a three-tier 
scheme throughout its hospitals. There should be one 
central accident unit, several accident units around it, and 
a peripheral casualty service in the smaller hospitals and 
clinics providing treatment of minor injuries arising in the 
vicinity. Examination of the details is promised in further 
communications. A short but important section is devoted 
to the training of students and surgeons so that they may 
fit better into the service than they are likely to at present. 

Two talking points emerge from this report. It does not 
recommend the appointment of ‘“‘ accident surgeons ”’, 
nor does it recommend the establishment of more “ acci- 
dent hospitals”. The committee believes that accident 
surgery must be organised from general hospitals and be 
undertaken by all types of surgeon in association with the 
existing activities of the various surgical specialties. It 
also believes that it will be impossible to establish all three 
tiers at the same time. It recommends that the changes 
Should begin at the hub—the first thing, it says, is to 
establish the central accident units throughout the country. 

Some regional hospital boards may already be con- 
sidering the establishment of a new “ specialty” in 
accident surgery. The weight of this authoritative com- 
mittee in opposing such action may give rise to hesitation. 
Some “ peripheral ” areas, too, are already giving serious 
attention to the accident problem, and are hoping to learn 
soon where they will fit in. They may be disappointed at 
the prospect of waiting for help until all the big places 


v3 Birmingham Post, June 9, 1961. 

3. Accident Services of Great Britain and Ireland: interim report of review 
committee (chairman H. Osmond-Clarke). Published by Accident 
Services Review Committee, July, 1961, from B.M.A. House, Tavistock 
Square, London, W.C.1. 


have been satisfied. Some regions may be quicker off the 
mark than others, and much could be done at all three 
levels at the same time. What is needed in the first place, 
all through the hospital system, is guidance. 


PSYCHOLOGICAL TRAINING 
FOR FUTURE MIDWIVES 


As part of the present endeavour to make childbirth 
less of an ordeal for women, Dr. Elizabeth Tylden 
recommends that midwives in training should be taught 
more about the psychological background of their work. 
In our recent review of maternity services ! we described 
this suggestion as important but controversial, and 
remarked (perhaps in one of our more conservative 
moods) that, for medical students and pupil midwives 
alike, ‘“‘ kindness and understanding taught by practical 
suggestions, and above all by example, may, in our 
present state of knowledge, be more effective than 
theoretical instruction in ‘‘ human relations” and 
“insight”. For this we were sharply taken to task. 
Prof. D. W. Harding? pointed out that this practical 
programme is exactly the one that has been followed for 
generations—and the result is the present state of affairs, 
with the lapses in understanding that all deplore. Dr. 
Shila Ransom ° said that ‘“‘ the intention to be kind can 
fail simply through unawareness of the possible reasons 
behind patients’ reactions”’. Nothing but good, she 
thought, could come of some enlightened guidance in 
understanding why people behave as they do. 

Dr. Tylden has not only expressed her views: she has 
explained, in a draft syllabus, what kind of instruction she 
thinks the future midwife should have. So that readers 
interested in this somewhat fundamental discussion shall 
have fuller information, we venture to summarise 
Dr. Tylden’s own summary. 

She begins by linking her proposals with those of the Mental 
Health Act, under which the preservation of mental health has 
become everyone’s concern. The first part of her syllabus 
deals with the normal anxieties of pregnancy, and should, she 
suggests, be taught by somebody with psychological, and if 
possible sociological, training. The student should know that 
since social attitudes are acquired, the mother’s education, 
upbringing, and pattern of family life contribute to her states of 
mind. Her upbringing may have taught her quite erroneously 
that certain reactions are hereditary, that her own mother’s 
death in childbirth will bring her the same fate, or that her 
mother’s failure to love her will render her unable to love her 
own child. Instruction in the development of normal sex 
attitudes is very necessary in the training of nurses, many of 
whom can be unaware that masturbation or physical curiosity 
in young children are part of the many normal stages which 
children pass through during growth and maturation. Since no 
two people have identical upbringing or expectation, and 
attitudes to sex vary, every couple faces certain inevitable 
stresses. Some mothers know that they want their baby but 
others do not; and some can want their baby so desperately 
that they may appear negative or are over-dependent. These 
many different attitudes can stem from childhood anxieties 
particularly the mother’s relation to her own mother. When 
labour begins, even the best antenatal education cannot remove 
all the normal apprehension: in labour the mother’s universe 
dwindles to the size of her labour bed, and the least word and 
gesture of her attendant can attain a disproportionate signifi- 
cance, particularly if blame is imputed. Afterwards, for the 
mother to develop a normal relationship with her child, 
nothing must be allowed to reduce her self-confidence. She 


1. Lancet, 1961, i, 873. 
2: ibid. p. 999. 


. ibid, 
4. Midwives Chron. 1961, 74, 92. 
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must be allowed to get to know her child as soon as possible, 
and to give it the close care it needs without excluding other 
members of the family. As parental attitudes may clash, it is 
the detached outsider who can patiently guide the family into 
a peaceful pattern. 

For the next part of the syllabus, Dr. Tylden would have 
instruction given by the sister-tutor. “‘ Why does one want to 
be a midwife ? ” the student should be asked. ‘“‘ Has one dealt 
with one’s own emotional attitudes to birth and to life and 
death ? Is one qualified to help others to face these issues, or 
can one pretend they don’t exist by immersing oneself in 
techniques ?”’ The emotional stresses of young student nurses 
in relation to pain, life, and death are considerable: and, if 
these were dealt with at the beginning of training, fewer of the 
more sensitive members of the nursing profession would leave 
it. The midwife, for her part, must derive her satisfaction 
from teaching the mother to become skilled in knowing how 
to handle her baby rather than in vicarious motherhood. 

Again taught by the sister-tutor, the third part of the 
syllabus is concerned with pregnancy and labour. Throughout 
pregnancy the woman needs to be given an understanding of 
the changes in her body and mind and of the processes of labour 
so that she can embark on them in a relaxed state of mind 
with her body fit for the effort which parturition demands. 
‘* The present antenatal classes are excellent, particularly when 
part of the training is carried out by people who will conduct 
the labour.” Throughout the labour itself women need 
companionship and support: this is accepted by all schools of 
thought in natural childbirth. (At present in English hospitals 
the provision of anybody who can be there all the time remains 
an impossible ideal.) Labour is the culmination of a long 
process which has either been dreaded, longed for, or viewed 
with mixed feelings. Women in labour are emotionally labile 
and extremely suggestible. There is insufficient teaching about 
this, and also about the psychological effect of drugs in common 
use. The influence of personal relationships also needs to be 
considered. In home deliveries the mother and baby remain 
integrated in the family, but in hospital delivery they become 
temporarily isolated in an organisation which keeps them in a 
vacuum. The midwife in hospital needs to know the home 
background and to maintain the integrity of the family unit. 

Finally comes a section on The Abnormal, which should be 
taught by a psychiatrist, psychiatric nurse, or psychiatric social 
worker. Puerperal psychosis can be a severe form of mental 
illness needing a longer stay in hospital than is usually necessary 
for mental breakdowns in women of this age-group. Break- 
downs can be anticipated in the antenatal period and can 
usually be prevented by adequate care. The midwife must 
realise that anxiety can arise because we have to place preg- 
nancy, which is a normal function, in an abnormal setting. 
To the nurse the hospital may be the setting of an exciting and 
satisfying vocation, but to the patient hospital admission means 
discomfort and apprehension. Unfortunately pregnancy may be 
unwelcome for financial or career reasons. Antagonism to 
pregnancy often resolves in the late months; but it does not 
necessarily do so, and some acute puerperal reactions can stem 
from this. Where the child is illegitimate, unless the midwife 
understands the social factors operating, she may fail to create 
the conditions in which mother and child retain their physical 
and mental health; and her personal moral views must not be 
allowed to influence her professional work. During labour 
difficulties related to reproduction and guilt feelings about sex 
can loom disproportionately large. Puerperal breakdown can 
occur at any time in the first year after delivery. Minor degrees 
of depression postpartum are coramon: the two most frequent 
and obvious causes which can be corrected easily are tiredness 
and loneliness. Abnormal pregnancy or an unhappy labour can 
influence the mother’s attitude to her child indefinitely: the 
result may be spoiling, or rejection, or an alternation between 
the two. 


Dr. Tylden wants the midwife to feel responsible for 
foreseeing these possibilities and encouraging a normal 
mother-baby relationship; and she believes that only if 


she is taught about the psychological side of her work will 
the midwife understand how much depends on her. 


ANGIOGRAPHY OF NORMAL RENAL ARTERIES 


THE vessels of normal kidneys, as seen in selective renal 
and aortic angiograms during life and in postmortem 
specimens, have been analysed by Boijsen! as a guide in 
resection or partial resection of the kidney and an aid to 
interpretation of the appearances in pathological conditions, 

In kidneys which had only one renal artery, the right 
vessel usually ran a horizontal (40°) or descending (52%) 
course, while the left was horizontal (43°) or ascending 
(40%)—a point of practical importance for inserting the 
bent tip of the catheter in selective renal angiography. 
A single renal artery might divide into its first branches 
in the proximal, middle, or distal (and hilar) part of its 
course. Here previous anatomical findings gave a proximal 
origin for 15°, while the angiographic studies gave this 
site for only 7°%; the difference was due to the fact that 
in clinical material the renal artery ran laterally and 
dorsally, giving it a shorter appearance, so that the two 
findings were not strictly comparable. As (in at least this 
7%) all the branches were end-arteries there was danger 
that inserting the tip of the catheter into this proximal 
branch might result either in spasm or in deposition of all 
the contrast material in this branch. This division in the 
proximal part was found twice as often in the right vessel 
as in the left, possibly because it was somewhat longer. 
The pattern of the branches was characteristic and provided 
a division of the organ into four segments—namely, the 
two most cranial pairs of pyramids, the two most caudal 
pairs of pyramids, the three middle ventral pyramids, 
and the three middle dorsal pyramids. Variations were 
due to differences in level of the branching. 

Where there is more than one renal artery, Boijsen 
applies the term “‘ multiple ” arteries, and an artery other 
than the main renal artery leaving the aorta or iliac artery 
he terms ‘‘ supplementary ”. He points out that differ- 
ences in the reported frequency of multiple arteries are 
partly due to differences in nomenclature with regard to 
whether aberrant, accessory, and abnormal arteries are 
extrahilar branches of one renal artery or separate arteries 
arising from the aorta. From anatomical reports, he finds 
that 26% of kidneys have multiple arteries. In operative 
and angiographic material, the frequency of multiple 
arteries is much greater in the presence of hydronephrosis 
with obstruction at the ureteropelvic junction (48°) than 
in normal series. Excluding this abnormality, the fre- 
quency of multiple arteries in his angiographies was 20%, 
and the discrepancy from the anatomical figure is due to 
the fact that angiography failed to demonstrate all supple- 
mentary renal arteries—especially those at the upper pole. 
These were either of smaller lumen than a full segmental 
artery and did not take enough of the contrast material to 
show up but did not cause a sufficient deficiency in the 
nephrogram to be detectable, or, if of full segmental size, 
had arisen above the level of the catheter and left a defi- 
ciency in the nephrogram, suggesting a pathological lesion 
at this upper pole. Supplementary arteries to the lower 
pole were found in many of these kidneys; and in half of 
them it supplied the whole lower pole and in nearly two- 
thirds 25-50%, of the renal parenchyma: they might arise 
from the aorta up to 90 mm. or even more from the main 
renal artery. 

Discussing branches of the renal artery which supplied 


1. Boijsen, E. Acta radiol., Stockh. 1959, suppl. 183. 
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tissues other than the renal parenchyma—i.e., the 
adrenals, fatty capsule, renal pelvis, and upper part of 
ureter—Boijsen points out that angiography did not show 
vessels less than 0:3 mm. in diameter, hence such vessels 
were not seen so often as in postmortem specimens. He 
found that for this purpose aortic angiograms were better 
than selective renal angiograms and could be of value 
in chronic pyelonephritis, tuberculosis, and malignancy. 


MASS MINIATURE RADIOGRAPHY 


Mass miniature radiography began in this country in 
1943; within two years 18 units were in operation, and in 
1959 a total of 85 units made over 31/, million examina- 
tions. The future application of mass radiography is due 
for review, particularly as many of the original machines 
need to be replaced. A statistical study of the 101/, million 
examinations made in England and Wales in the three 
years 1955-57, published this week by the Registrar 
General,' is therefore especially welcome. 

New cases of active respiratory tuberculosis discovered 
totalled 20,501, or 1:93 per 1000 examinations. This 
represents 21:6%, of all notifications for the period; even 
when general-practitioner referrals (often patients with 
symptoms) are deducted the proportion is still 15-6%. 
High figures were returned for unskilled manual workers, 
shop assistants, and personal service workers—particularly 
publicans, innkeepers, barmen, and kitchen hands. The 
disease was also more commonly found in those who had 
not had a previous mass miniature radiograph. In men the 
rate tended to rise with increasing age, whereas in women 
the peak was reached at 20-24 years. Among those in 
whom tuberculosis was detected, tubercle bacilli were 
found in 39:4% of the men and 29:3% of the women; 
and men more often had bilateral lesions. In general, the 
older the patient the more widespread was the lesion 
likely to be; and the report stresses the advanced stage the 
disease can reach in the older person who is more or less 
free of symptoms. The proportion of patients with a 
positive family history was highest at the younger ages; 
but over 70% of patients gave no history of the disease 
in their family, of known contact with the disease, or of 
past illness that was likely to have been tuberculous. 

Of other illnesses diagnosed with the aid of M.M.R., 
bacterial and virus infections of the lung accounted for 
over 20 per 1000 of patients referred by their general 
practitioner but under 1 per 1000 of the public examinees. 
This emphasises the significant point of difference between 
these two categories—namely, the presence of symptoms 
in the majority of patients referred by general practi- 
tioners. Bronchiectasis was reported in 12,154, or 1-1 per 
1000 examinees. This seems a remarkably high number, 
but it is not made clear in what proportion the diagnosis 
was subsequently confirmed. Benign tumours of the lung 
totalled 2347—which again seems remarkably high in 
relation to malignant neoplasms (4958) even with allow- 
ance for the fact that simple tumours are more often 
symptomless. 

The report shows little optimism concerning the value 
of mass radiography as a means of detecting lung cancer. 
It estimates that only 10% of such cases were diagnosed 
with the help of M.M.R.; as many indeed were found 
amongst the small group of general-practitioner referrals 
G- 5% of the total examined) as among the much larger 
1. Mass Miniature Radiography: yi a report on three years’ “examinations ir in 


England and Wales 1955-57. By M. A. HEASMAN. Stud. med. Popul. 
Subj. no. 17, H.M. Stationery Office. 1961. Pp. 124. 15s. 


number of public examinees. According to the report “‘ it 
would appear that M.M.R. is contributing little towards any 
reduction in mortality from cancer of the lung ’”—an 
observation which confirms the experience of Boucot et al.” 

The future use of mass radiography remains uncertain. 
One group who seem to run a moderately high risk of 
contracting tuberculosis are those who come into contact 
with large numbers of their fellows in their work; and 
this seems to point to routine radiography of certain 
occupational groups. As regards mass radiography in 
general, it seems that the time to economise on effort will 
have to be deferred; the report estimates that there are 
still 50,000-75,000 undiagnosed cases of active tuberculosis 
in persons over 15 years in England and Wales. Besides 
its value in this respect, mass radiography brings to light 
a significant number of relatively symptomless conditions 
—sarcoidosis, congenital heart-disease, benign tumours of 
the lung, and some slow-growing lung cancers. Its value 
would be enhanced if means could be found of increasing 
the coverage of the older age-groups and those in certain 
occupations—occupations, such as catering and transport,*® 
where immigrants constitute an above-average proportion 
of those employed. 


POSTMORTEM ON A PANDEMIC 


AT an international meeting on influenza 4 the question 
of vaccination was thoroughly discussed, with particular 
reference to the A2 pandemic which began in April, 1957. 
In this outbreak very large vaccination programmes were 
hurriedly put through in the U.S.A. and the U.S.S.R. In 
the U.S.A. formalin-inactivated vaccine was used; but 
apparently this was not ready in really large amounts 
until just after the peak of the first wave of the epidemic. 
In the U.S.S.R. the vaccine, prepared from live attenuated 
virus, proved ineffective in many areas. The “ crash” 
programmes were necessary because no-one was prepared 
for the new antigenic type. It would therefore be wise to 
continue to track antigenic changes in strains of influenza-A 
virus through the W.H.O. laboratories and to send new 
serotypes to manufacturers. 

Some believe that the novel antigenic types of human 
influenza-A virus have come from animals. Influenza-A 
viruses have been found in swine, horses, fowls, and 
ducks. Farkas ® has reported an outbreak of influenza-A 
infection in pigs; the virus resembled PR8 and not swine- 
influenza virus, and it may have spread to man. If we 
knew more about this sort of occurrence we could collect 
animal strains of influenza-A virus either to hold as seed 
for use in a possible emergency or to use for vaccine in 
order to provide the population with a basic immunity 
before a new antigenic type arrived among them. We 
might also seek to evaluate more fully the laboratory 
properties which denote that a particular virus will make 
a good live-vaccine antigen in fairly high dilution; and 
we might seek strains which could be used in children— 
present strains cause reactions in the young. Killed 
vaccines prepared with oil adjuvants seem to be safe and 
lead to the production of high titres of antibody which 
persist for many months; such vaccines, which need 
contain much less antigen than saline vaccines, are at 
present being tested extensively. 


2. Boucot, K. R., Cooper, D. A., Weiss, W. Ann. intern. Med. 1961, 54, 633. 
See Lancet, 1961, i, 2231. 

3. See Tubercle, 1959, 38, 222. 

4. Report of International Conference on Asian paintones Bethesda, Md, 
Feb. 17-19, 1960. Amer. Rev. resp. Dis. 1961, 83, no. 

5. Conference on Respiratory Tract Diseases of Viral and Rickettsial Origin; 
Prague, May, 1961. 
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Although influenza produces dramatic epidemics, it 
causes in total much less illness than non-influenzal 
virus respiratory diseases such as those due to adenovirus 
and parainfluenza and respiratory syncytial viruses, against 
which vaccines have not yet been devised. The best hope 
of controlling these infections, and influenza, may lie in the 
discovery of antiviral agents that need not be given long 
ahead of the virus infection and which will be effective 
regardless of the serotype of the infecting virus. 


TREATMENT OF MALIGNANT EFFUSION 


CLINICIANS are often in doubt about the best method of 
treating patients with effusions secondary to malignant 
disease. There are two main methods of direct attack— 
to instil chemotherapeutic substances or radioactive iso- 
topes into the fluid-containing cavity. 

Many different cytotoxic substances have been used,! ? 
mostly of the alkylating group, such as nitrogen mustard. 
The effective dose for nitrogen mustard (HN,) is now 
established and the side-effects are well appreciated. While 
this direct instillation of a chemotherapeutic substance is 
safe and simple, it does have side-effects, such as nausea, 
vomiting, and occasional depression of hemopoiesis. The 
nausea and vomiting attributable to instillation of 
nitrogen mustard can be alleviated by antiemetic drugs 
or by using alkylating agents less likely to cause nausea 
and vomiting—for example, thiotepa. With full doses, 
however, hematological complications are occasionally 
unavoidable. 

The alternative is a radioactive substance, and radio- 
active gold (**Au) in colloidal form has long been the 
accepted agent. The disadvantage of handling a radio- 
active substance is partly offset by less hemopoietic 
depression, since little of the instilled substance escapes 
from the cavity and the effect of the irradiation is therefore 
mostly local. 

Walter et al.* have investigated colloidal yttrium-90 
silicate in the treatment of malignant effusions and have 
made a good case for selecting this compound. They 
mention the disadvantages of radioactive colloidal gold, 
one being the gamma-rays from this isotope, which con- 
tribute little to the local tissue effect but add to handling 
and protection difficulties. Other radioactive yttrium 
compounds, amongst which is the chloride, have been 
investigated and tried clinically in the United States,‘ 
but the silicate has been shown to be less toxic in animal 
experiments. Walter et al.? have demonstrated that radio- 
active colloidal yttrium silicate is effective: in 9 out of 15 
patients with malignant effusions, palliation was good for 
periods from five to nineteen months. This effect com- 
pares favourably with the results of instilling radioactive 
colloidal gold and nitrogen mustard. 

The other pure beta-emitters which have been 
investigated are colloidal chromic radiophosphate * * and 
colloidal zirconium radiophosphate.? These compounds 
are imperfectly retained in the abdominal and pleural 
cavities and release free phosphate ions, giving rise to 
|. Weisberger, A. S. Ann. N.Y. Acad. Sci. 1958, 68,1091. 
Levison, V. B. Brit. med. F. 1961, i, 1143. 

. Walter, J., Jones, J. C., Fisher, M. Brit. 7. Radiol. 1961, 34, 337. 
Siegel, E. P., Hart, H. E., Brothers, M., Spencer, H., Laszio, D. #. Amer. 


med. Ass. 1956, 161, 499. 
Andrews, G. A. United States Atomic Energy Commission Report 
ORINS, 1956, 12, 241. 
. Andrews, G. A., Kniseley, R. M., Palmer, E. L., Kretchmar, A. L. 
International Conference on Peaceful Uses of Atomic Energy; vol. 10, 
p. 122. New York, 1956. 
7. British Empire Cancer Campaign 34th annual report, 1956, p. 174. 





high concentrations of radioaetive phosphorus-32 in the 
serum and urine. 

Despite the encouraging report of Walter and his 
colleagues, many clinicians will still favour a chemo- 
therapeutic method as the first line of attack, because 
cytotoxic drugs are much easier to handle than radio- 
active isotopes. 


LESSENING THE HANDICAPS OF CHILDREN 

A NUMBER of children, from birth or later, have a mental 
handicap arising from physical damage or abnormality— 
for example, injuries during delivery, spina bifida, or the 
results of meningitis. The new Mental Health Act makes 
local health authorities responsible for seeing that these 
children can get whatever help and care they need. In 
some, of course, the brain is so seriously harmed that their 
only need is good nursing. But many, though they may 
lack enough intelligence to go to a school for the educa- 
tionally subnormal, are at least able to recognise their 
relatives, to enjoy outings, and perhaps to understand 
what is said to them. Where this is so, parents have often 
been greatly disappointed to find no kind of training 
offered by which their child would learn to develop and 
use what intelligence remains to him. 

Some local authorities and voluntary organisations are 
providing care in the daytime; and for many handicapped 
children this is the ideal arrangement. The centres can be 
run on modified nursery lines, the children being put on 
the floor, or in their chairs, to play, and encouraged to 
walk, talk, and feed themselves. Expert physiotherapy 
and speech therapy should be provided. If these children 
can be taught to talk, can learn to walk, or can be brought 
to dress or feed themselves and keep themselves clean, 
this will make a big difference afterwards; and in merely 
financial terms the cost of training will later be repaid— 
perhaps many times over—because the patient will be so 
much easier to look after. The value of training to these 
children, and the progress that can be made, is discussed 
by Quibell et al.! in their account of work with severely 
handicapped children at the Chailey Heritage Hospital 
School. 

Without underestimating the need of children for their 
parents’ affection, or the wonderful achievements of some 
families in face of difficulties, it remains true that some 
children are better admitted to a small residential unit 
where they can get regular attention from nurses and 
doctors and where expert training is possible. Some of 
the children at the Chailey Heritage Hospital School had 
very discouraging backgrounds—never going home for the 
holidays and never having visitors. Yet they showed 
substantial improvement. The success attained is attri- 
buted by Quibell et al. partly to the policy (not so rare in 
many long-stay pediatric hospitals) of meeting the needs 
of the children on the spot, “ including having personal 
relations with individual members of staff, a generally 
stimulating daily programme ”’, and of maintaining active 
links with the families so far as possible. 

The necessity for doing more than is generally done at 
present is evident from the fact that, at one hospital 
which has a hundred such children on its books, the staff 
estimate that two-thirds would profit from training if they 
only could get it. 


Major-General A. C. MUNRO, I.M.S., director of medical 
services in India from 1941 to 1943, died on July 6 at the 
age of 75. ie 
1. Quibell, E. P., Stephen, E., Whatley, E. Arch. Dis. Childh. 1961, 36, 58. 
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THE ROCHESTER SCHEME 
A Medical-psychiatric Liaison Service 
MICHAEL KEHOE 


M.A., M.B. Cantab. 

SENIOR INSTRUCTOR IN MEDICINE AND PSYCHIATRY, UNIVERSITY OF 
ROCHESTER; ASSISTANT PHYSICIAN AND ASSISTANT PSYCHIATRIST, 
STRONG MEMORIAL AND MUNICIPAL HOSPITALS, ROCHESTER, NEW YORK 
From 1957 to 1959 I was a fellow of the medical- 
psychiatric liaison service of the medical school at 
Rochester, New York. This service is an active part of 

both the departments of medicine and of psychiatry. 


When Dr. John Romano established the department of 
psychiatry in 1946 the professor of medicine was Dr. 
William McCann. Fle and Dr. Romano both believed in 
the time-honoured approach to clinical medicine that 
emphasised the patient and his welfare, and this con- 
servatism—unfashionable almost to the point of radicalism 
—inspired them to form and develop a joint teaching 
programme.t But, whereas generations of teachers have 
told their students that “‘ the science of medicine can be 
taught but the art of medicine cannot ”’, the joint teaching 
programme was an attempt to remove the “ art ”’ from the 
realm of intuition to that of conscious deliberation, based 
on a knowledge of the principles underlying human 
behaviour. 

The liaison service was conceived and developed as 
part of the joint teaching programme, and initially it was 
the work of two men, Professor Romano and Prof. 
George L. Engel. 


Dr. Engel began with two fellows, both well-trained 
internists, and in thirteen years his group increased to its 
present number of 14—6 full-time senior staff members, 
2 part-time senior staff members, and 6 fellows in training. 
Though it is a section of the department of psychiatry, 
the liaison service is affiliated firmly with the department 
of medicine, each member holding an appointment in 
both departments. 


A senior liaison staff member is a physician who has com- 
pleted his formal training in general medicine (one year as an 
intern, and three as a resident) and has acquired familiarity 
with psychological principles during two years as a fellow with 
the liaison group. (See Engel et al. 1957.) 

A fellow has abundant opportunities for acquiring know- 
ledge and experience—e.g., by working with patients in the 
medical wards and outpatient departments, by taking part 
in teaching exercises of the department of psychiatry, and by 
collaboration and tutorial sessions with senior members of the 
liaison service, with psychiatrists, and with psychoanalysts. 

Many of the senior liaison staff members have had, or intend 
to undertake, a personal psychoanalysis. One member has 
completed, and another is engaged in, formal psychoanalytic 
training for the purpose of teaching and investigation rather 
than for the pursuit of psychoanalytic practice. 


THE PSYCHIATRIC TEACHING PROGRAMME 


Before describing the work of the liaison service, I 
must give some account of the teaching given to students 
by the parent body, the department of psychiatry. This 
continues throughout the four years of the medical 
curriculum—preclinical and clinical. 

* A series of articles on the needs of students and practitioners, and 
how they may be met. 
+ Since Dr. McCann’s retirement in 1957, the same belief in this 


principle has been continued and fostered by his successor, 
Prof. Lawrence Young. 


The First Year (Preclinical) 


The students meet as a whole class for two hours weekly 
throughout the year. The number of students in any 
year is limited to 70. The first hour is devoted to a 
lecture, or a demonstration, using moving pictures, tape- 
recorded interviews, or interviewing a patient before the 
class. For the second hour, during which the subject- 
matter of the first hour is discussed with an instructor, 
the students are divided into groups of twelve. 

The course, which is now under the director of Dr. G. 
Pleune, assistant professor of psychiatry, is divided into 
six sections, each of which is conducted by a different 
staff member: 

Section 1 is a general orientation period to outline the 
material to be covered, the methods of study to be used, and 
the aims of the course. 

Section 2 consists of four sessions on the nature of perception 
and observation, as well as their position in science, with 
particular reference to their importance and influence in the 
behavioural sciences. 

Section 3 is divided into nine sessions. The first five are 
spent in interviewing patients or listening to tape-recordings of 
interviews, while the other four are chiefly concerned with a 
theoretical framework of dynamic psychology—i.e., the 
concept of instinctual drives, the structure of the mental 
apparatus, anxiety and conflict, and adaptive mechanisms. 

Sections 4,5, and 6 are devoted to personality development 
from infancy to maturity, stressing the importance of biological, 
psychological, and social factors. 


The Second Year (Preclinical) 

This course, given by Dr. Engel, bridges the gap 
between the preclinical and clinical years, and between 
psychiatry and other preclinical subjects. The develop- 
ment processes, their functions, and their deviations from 
the normal are presented systematically. This is done 
within the framework of human (and at times animal) 
biological functions, with constant emphasis on the way 
in which mental processes and human behaviour are 
interrelated with other factors such as the activities of the 
central nervous system and the endocrine system. By 
presenting a unified concept of biological functioning in 
health and disease (Engel 1953, 1960, Romano 1949, 1950, 
Whitehorn 1952), this method of teaching avoids the 
dissociation of the whole into separate and disconnected 
parts. 

The class meets for two hours twice a week, for a total 
of thirty weeks, and a great deal of attention is given to 
the nature of primary data and techniques of observation. 

The success of this course is due to the personal 
efforts of Dr. Engel, whose lectures have been developed 
over the past twelve years and afford a unique approach. 
Leading the students from the familiar to the unfamiliar; 
avoiding the structured lecture in favour of participation 
by students; using tape-recordings, moving-films, and 
patients from every division in the hospital—all these 
things lend colour, and a sense of reality and vividness 
that cannot be captured in words. His scholarly lectures 
are regarded highly by Dr. Engel’s colleagues in all 
departments, many of whom hope that he will publish 
them soon. 


The Third Year (Clinical) 

The students are assigned as clinical clerks to the 
psychiatric wards for a period of five weeks. During this 
time they are able to study a representative variety of dis- 
orders commonly encountered on the inpatient service of 
a general hospital. The wards, each with 25-34 beds, 
provide an opportunity to study most types of psychiatric 
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problems. The 3, 4, or 5 students assigned to each floor 
remain there for the five weeks, but have access to other 
patients from other floors during teaching seminars. They 
are expected to be on duty for a total of five and a half days, 
including a part of each evening. They are supervised 
by the house-officers and senior staff. 

During this period each student “‘ works up ” 6-10 new 
patients: he does a complete physical examination and 
records a detailed history including information obtained 
from the patient’s relatives. He is told about the functions 
of the social services, about psychological testing, and 
about the role of planned therapeutic activities. 

The Fourth Year 

The students are assigned again to the department of 
psychiatry for a four-week period, during which time they 
attend the adult outpatient department, the State hospital 
(which is nearby), and the division of child psychiatry. 

Emphasis is placed on the diagnosis, management, and 
treatment of psychiatric problems within the province of 
the general practitioner. 

Two half-days are spent with the entire group observing 
psychotherapy, which is conducted by a member of the resident 
or senior staff. One session is group therapy and the other 
individual therapy. Afterwards there is group discussion with 
the faculty member. 

Two half-days are spent “‘ working up ” patients under the 
supervision of senior psychiatrists, full-time and part-time. 
Each student is assigned one patient to be seen weekly during 
his clerkship. The patient is seen by the student, with an 
instructor and another student observing the interview through 
a one-way screen; and the interview is followed by an hour’s 
discussion and teaching. 

A half-day each week is spent touring nearby institutions 
such as the State schools for the mentally retarded and 
delinquent boys, and the epileptic colony. 

Three half-days a week are spent at the Rochester State 
Hospital under the supervision of the State hospital staff. 

Besides attending departmental conferences, the 
students spend about five hours a week in the department 
of child psychiatry. This time is divided between the out- 
patient department and the children’s ward. 

THE TEACHING PROGRAMME 
OF THE LIAISON SERVICE 
Medical Interviewing 

The premise that a good medical history is fundamental 
to the practice of medicine is the keystone of the liaison 
teaching. 

The students are prepared for this aspect of clinical 
medicine by Dr. Engel’s lectures. These include a 
discussion of the doctor-patient relationship and the 
psychology of illness. The significance of the medical 
history, and the techniques and process by which it is 
obtained, are demonstrated. 

The Second Year 

At the end of the second year the students are divided 
into groups of 3 or 4, each being made responsible for 
interviewing a patient in the presence of his colleagues 
and an instructor. This interviewing is done in the wards 
The instructor selects a fairly straightforward case where 
the history is not too involved and the patient is capable 
of giving a coherent account of his illness. The student 
who is to conduct the interview is introduced as another 
ward doctor, and he tries to put into practice the prin- 
ciples he has been taught. In short, for the first time he 
is “ the doctor ”’. 

The instructor may also interview the patient, after which 
an hour is spent discussing the information obtained. 


During this period, methods of interviewing are the focus 
of the student’s training. What comes out of the discus- 
sion will depend on the particular interests of the 
students, the patient who was interviewed, the informa- 
tion that was obtained, and the nature of patient’s illness, 

Being relatively unfamiliar with clinical medicine, a 
student may obtain a more detailed history of psycho- 
logical, social, or environmental aspects of the patient’s 
illness than of the illness itself. The instructor appreciates 
the student’s predicament but knows that the importance 
of delineating as many features as possible of each present- 
ing symptom, as well as their chronological appearance, 
has been stated often during Dr. Engel’s lectures. Con- 
sequently he does not hesitate to remind the student of 
this, and points out that a knowledge of “‘ all of medicine ” 
is not essential for getting a detailed account of the 
patient’s symptoms. Instead of regarding a poor history 
as the natural outcome of the student’s ignorance of 
disease, the techniques of interviewing are emphasised and 
demonstrated. The students take an active part in the 
free discussion following an interview. 

A different instructor supervises each interview; and 
this is important because all the student’s previous experi- 
ence has been under the tutelage of Dr. Engel. It is, 
indeed, fascinating to see students trying to reproduce an 
interview as they have seen Dr. Engel conduct it. His 
personal mannerisms such as head nodding, gesticula- 
tions, facial expressions, and phrases are represented in 
such profusion that the role of identification and mimicry 
in learning is unmistakable. 


The Third Year 

An introductory clerkship of one month was started last 
year to help the transition from the preclinical to the 
clinical years. All clinical departments take part and the 
students are assigned to the wards (except psychiatry) in 
groups of 5. Each group has two instructors who organise 
its teaching. The instructors are selected from the clinical 
staff of all divisions of the hospital, and, since they have 
to give so much time each day to teaching, nearly all of them 
are, for all practical purposes, full-time members of the 
faculty. The participation of all the clinical specialties 
means that the instructors must be paired to provide 
balance in teaching. Thus a surgeon may be paired with 
a general physician, an obstetrician with a psychiatrist or 
physician, and so on. A student is assigned 6-8 patients 
during the month and is expected to record the history 
and physical findings, which he demonstrates to the 
group. In short this month is a course in physical 
diagnosis, with the added advantage of allowing the 
student to search for all the factors, in the history, 
examination, and laboratory findings, on which his 
understanding of the patient will depend. 

Medical ward assignments.—The students, in groups of 
4-5, are then assigned to the medical wards as clinical 
clerks for a period of eight weeks. They are assigned to 
male and female services for equal periods and are given 
their own patients, whose management, treatment, and 
course in hospital they follow with more than casual 
interest. 

Medical liaison rounds.—Once a week the students 
attend these rounds, which are held from 8.30 to 11.00 A.M. 
and conducted by a senior instructor of the liaison service 
and a fellow-in-training. They are devoted to further 
supervision in medical interviewing and to case presenta- 
tions in the traditional manner, an equal time being 
allotted to each. 
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Medical interviewing.—The principle on which the 
liaison service is based is that the patient is a person who 
is ill, rather an example of a disease entity. The dual 
interest of the liaison instructors allows them to teach and 
demonstrate history-taking as a natural process in clinical 
medicine, and to exemplify its application to the everyday 
practice. 

Each student interviews a patient in the presence of 
his colleagues, the liaison instructor, and the fellow. The 
patient has previously been selected by the fellow as 
being one who has not been assigned to that particular 
student, who can talk freely and coherently in English, 
and whose illness is not primarily psychiatric. After the 
patient has been interviewed by the student and then 
briefly by the instructor, the interview is discussed by the 
whole group. 

Attention is given to developing a technique which 
allows the gathering of pertinent psychological and social 
data within the framework of the medical interview. The 
student learns to take an initial history which will include 
information about the circumstances in which the illness 
developed, and about the patient’s personal character- 
istics, without the patient being made to feel that an 
irrelevant or intrusive ‘‘ psychiatric’ inquiry is being 
made. 

An attempt is made to help the student recognise 
the important factors in the illness, and put them in 
perspective, disregarding the manner of their appearance. 

Between these sessions the student meets the fellow 
again for further discussion of his patient or further 
experience in interviewing. During subsequent rounds 
each student gives a short follow-up report until the 
patient is discharged from the hospital. 

Case presentations.—Here the rounds are conducted in 
the same way except that the interview is replaced by a 
case presentation. 

The patient is selected by the student under the super- 
vision of the fellow. Various factors determine the 
selection, the main ones being the particular interest of 
the student, the interest of the group (i.e., avoiding undue 
repetition of the same type of problem or disease), and 
the presence of patients who may be most suitable for 
teaching (e.g., a patient with duodenal ulcer to illustrate 
a concept of ztiology and management based on such 
studies as those of Mirsky [1958]). The fact that the 
presentation is intended to have specific purpose gives an 
opportunity for gaining experience in, and discussing the 
various methods and techniques of case presentation. 
Thus the student has to define the “ problem ” or “ point 
of view ” which is to be discussed or illustrated, with the 
patient as the central theme. As might be expected, the 
types of cases and problems presented vary widely, and 
include problems of differential diagnosis, of medical 
Management, and of interviewing. For example the 
presentation of a delirious patient may be utilised to 
illustrate the difficulties and methods of interviewing as 
well as for a discussion of delirium. Sometimes the 
patient is selected because of a particular interest of the 
house staff. The students on occasion may select a case 
in order to obtain some understanding of one of the 
“traditional psychosomatic disorders”, such as ulcera- 
tive colitis—especially if Dr. Engel is taking the round! 


Subject-matter of Third-year Teaching 


It will be evident that liaison teaching is not confined 
to any sharply defined or limited subject or group of 
subjects; and the topics arising during the eight-week 


period are too numerous to mention. The following, 
however, are some of those that come up most frequently: 

1. The techniques and processes of medical interviewing. 

2. The factors involved in the doctor-patient and patient- 
doctor relationship. 

3. The recognition and evaluation of the diverse processes 
existing in an illness—e.g., biochemical, physiological, psycho- 
logical, and social and their interrelations. 

4. The recognition and differential diagnosis of the common 
psychological disturbances encountered among medical 
patients—notably conversion hysteria, varieties of depression, 
anxiety, and hypochrondriasis. 

5. The differential diagnosis of manifestations which could 
be of psychological or of organic origin. 

6. The psychological aspects of treatment in the broadest 
sense rather than specific treatment measures of a disease. 

7. The psychological and social aspects of acute and chronic 
illness, convalescence, preparation for surgery, and the 
management of patients with incurable disease. 

8. Psychophysiological interrelations. 

9. The recognition and understanding of delirium and 
dementia. 


The Fourth Year 

During his final year the student spends four weeks as 
an “extern” on a medical ward, and a half-day once a 
week throughout the year attending the combined medical 
clinic. 

Medical ward assignment.—An extern is given responsi- 
bilities similar to those of an intern, but with a limited 
number of patients and with a great deal more super- 
vision. As a “‘ junior intern ”’, he is encouraged to accept 
responsibility in the management and care of his patients. 
In this way he is introduced to the practice of clinical 
medicine—the aim of all medical teaching—instead of 
uncritically memorising obscure “ scientific”? facts or 
disease syndromes for the purpose of passing his final 
examinations. The students respond with interest, and 
where they have difficulty in understanding any aspect of 
their patient’s illness they are encouraged to talk to the 
house staff, or to consultants, and are referred to the 
appropriate and current literature. The liaison fellow 
assigned to the ward is available if the student wants to 
consult him, whether about the interpretation of physical 
signs, the possible presence of important psychological 
factors, or the best way to raise a subject with the patient’s 
relatives. The extent to which the student and fellow 
meet in this in this manner depends on many factors, 
individuai and other. 

The combined medical clinic.—This was started so that 
the student might get some experience of caring for 
patients over a longer period. Patients are referred to it 
in the same way as to any medical outpatient clinic, and 
the student is responsible for a medical history and 
physical examination at the first appointment. When he 
has presented the details to his instructor, the diagnosis, 
the investigations which may be needed, and the treat- 
ment and possible management are delineated, and a 
course of action is decided upon. The student then 
arranges to see the patient at suitable intervals, as he 
would in practice, and in this way follows his patient’s 
progress. He sees a new patient and old patients on 
alternate weeks. He is their doctor for the year, and 
learns how to use community resources such as the visiting 
nurse, and welfare services. 

Members of all specialist services—e.g., dermatology, 
psychiatry, neurology, and surgery—are on call should 
their opinion and advice be necessary. The responsibility 
for making arrangements for a consultation is given to 
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the student. He makes an appointment to suit the mutual 
convenience of the consultant and patient, and he is 
expected to be present to introduce the patient, delineate 
the problem for which advice is sought, and advise his 
patient according to the opinion he has been given. 

Each student has one instructor and is allocated to a 
different one at mid-year. Naturally such an arrangement 
demands a large number of doctors who are recruited from 
the full-time staff as well as from those in private practice. 
By having two different instructors, the student gets some 
idea of the differences in individual approaches, view- 
points, and convictions. Usually he has a full-time faculty 
member and a doctor in private practice, which offers him 
some degree of balance between the “‘ academic” and 
** practical ’? man. 

The members of the liaison service take part in this 
exercise, which provides an intimate type of supervised 
teaching which is valuable to all concerned. 

Much of the credit for establishing this clinic and for 
its success, despite the magnitude of administrative 
difficulties, is due to the physician in charge, Dr. Isadore 
Levine, a former liaison fellow and now an assistant 
professor in medicine and assistant professor of preventive 
medicine. 


Additional Teaching Responsibilities 

The senior liaison members share with the rest of the 
medical staff the responsibility for preceptor rounds with 
the third-year students. These are walking rounds and 
take place on three mornings a week. The patient’s 
illness is used as the central point for the discussion of 
basic phenomena such as pain, diarrhoea, vomiting, fever, 
or constipation. The physician with a basic know- 
ledge of psychological processes is well placed for 
integrating the psychological and physiological aspects 
of such phenomena. 


Research 

The university medical centre has always sought to 
encourage research by students. The medical-psychiatric 
liaison service has been active in research, and a consider- 
able number of medical students have held summer 
research fellowships to investigate, for example, gastric 
secretion during sleep, in psychotic depression, and in the 
newborn. The senior members of the liaison service 
help the students in designing or developing a project, 
and often act as colleagues in its completion. 


SUMMARY 

The medical school of the University of Rochester, 
New York, has a department of medicine, a department 
of psychiatry, and a medical-psychiatric liaison service 
which is attached to both. 

The members of the liaison service are doctors with an 
interest in, and knowledge of, psychological processes, 
rather than psychiatrists. 

The teaching of psychiatry is based on the belief that 
the study of psychological processes is as necessary as that 
of anatomy, physiology, bacteriology, and pathology for 
the adequate practice of medicine. 

Instruction in the “ diseases of the mind” is given 
primarily by the department of psychiatry, which has a 
course of study covering both preclinical and clinical years. 

Teaching by the liaison service is concerned mainly 
with psychological processes and their relation to the 
clinical picture, and the course of illness, and with the 
problems of management, treatment, and care of patients 
as observed on services other than the psychiatric. 


Both in the psychiatric department and in the liaison 
service the student is early introduced to the technique 
of medical interviewing, which he undertakes, under 
tutelage, from his second preclinical year. 

Teaching on the patient as a person is intended to 
balance (but not to take the place of) teaching on the 
pathological changes in his tissues—which so often are 
given sole consideration. 

Accentuation of the ‘‘ person” in medicine is not 
regarded as strange or “‘ unnatural” by patients, who 
expect it. What is taught is the psychology of man, which 
is inescapably universal, in health and disease, and an 
approach to clinical practice; traditional medicine, in 
fact. 

I am grateful to Prof. John Romano, Prof. Lawrence Young, and 
Prof. G. L. Engel for permission to publish this paper and to Dr. 
Engel for advice in its preparation. Much of my experience in the 
Rochester medical school was gained as research fellow of the 
Foundations Fund for Research in Psychiatry. 
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Income-tax of Part-time Consultants 


FIVE specialists who held appointments as part-time 
consultants under the National Health Service and also 
carried on private practice, and who have been selected 
by the British Medical Association as test cases for all 
specialists in comparable circumstances, appealed against 
assessments under schedule E in respect of the profits and 
gains arising from their part-time appointments. 

The Special Commissioners for Income-tax found that the 
hospital appointment was an “‘ office ” within schedule £, but 
that as such appointment was “‘ a necessary part of the exercise 
of the profession of consultant and merely incidental thereto ”, 
the remuneration for the hospital appointment should be 
assessed as part of the earnings of the profession under schedule 
D. On the Crown’s appeal Mr. Justice Upjohn ' held that the 
appointments were public offices and that profits therefrom 
must be assessed under schedule E and the expenses thereof 
deducted under the rules applicable to schedule £, while the 
profits and expenses of the private practice must be dealt with 








separately under schedule Dp. The Court of Appeal,’ while | 


holding that the appointments were an “ office ” and therefore 
that the remuneration therefrom must be taxed under schedule 
E, allowed the specialists’ appeal to the extent that they should 
be entitled, in computing their liability under schedule D in 
respect of their private practice, to deduct the expenses incurred 
in exercise of their appointments to the extent that such 
expenses were not allowed under the stricter rule applicable 
to schedule E. 

On appeal by the Crown against that decision and a 
cross-appeal by the specialists, the House of Lords 
allowed the Crown’s appeal and dismissed the cross- 
appeals. 

Viscount SIMONDs said that the appeals and cross- 


appeals raised a question of general importance to medical | 


specialists who held appointments as part-time consultants 
under the National Health Service and also had private 
patients. He would consider the case of one of them, 4 


1 “Lancet, 1959, ii, 180. 
2. ibid. 1960, i, 764. 
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consultant radiologist, for the other cases stood or fell 
with his. 

It had been conceded before their Lordships that the appoint- 
ment fell within schedule £, and the only remaining question 
was whether the specialist was entitled to deduct from his 
schedule D liability the expenses incurred in the exercise of his 
appointment to the extent that they were not allowable under 
schedule E. In his view those expenses were not so deductible. 
It was settled law that the schedules to the Income Tax 
Acts were mutually exclusive, and the rules regulating 
them afforded a complete code for each class of income. 
Therefore when it was conceded that this consultant was 
assessable under schedule E and also schedule D one need not 
look further than the rules under each schedule to determine 
his liability under each. The Commissioners’ finding meant 
no more than that it was necessary, if he was to carry on his 
profession, that he should accept a post in respect of which he 
would be assessable under schedule £E. He would therefore 
have two taxable sources of income. He might be called a 
consultant radiologist, and so he was, but his activities (and 
that was what mattered) were for tax purposes those of a 
radiologist holding an employment and a radiologist engaging 
in private practice. For the former, the amount he could 
deduct from his emoluments for tax purposes was governed by 
the 7th rule in the 9th schedule to the Income Tax Act 19523; 
in respect of the latter, section 137 of the same Act afforded no 
ground for the claim that expenses incurred in earning profits 
or gains under another schedule could be brought into account. 

It had been urged that great administrative difficulties 
arose from the division of expenses incurred in the course 
of engaging in private practice and carrying out the duties 
of an appointment. That might be so, though it was a 
commonplace that the allowance of expenses could seldom 
be a matter of scientific precision. But whether the 
difficulties were great or small, the language of the Act 
was too plain to allow them to prevail. The appeals must 
be allowed and the cross-appeals dismissed. 

Lord RADCLIFFE, concurring, said that once one had 
properly identified the source of a profit according to its 
correct schedule, it had to be charged, if at all, under that 
schedule. The specialists might feel, on being told that the 
law was against them on this point, that they were hardly 
used, and his Lordship was sorry for that. But he doubted 
whether it was possible for their Lordships in their present 
capacity to be sure whether their grievance was more 
directly with the law than with their employers, the 
National Health Service. 

Lord Tucker, Lord CoHEN, and Lord GuEsT concurred. 


Mitchell and others v. Ross. House of Lords (Viscount Simonds, Lord 
Radcliffe, Lord Tucker, Lord Cohen, and Lord Guest). July 7, 1961. 
Counsel and solicitors: The Attorney-General (Sir R. Manningham-Buller, 
Q.c.), F. N. Bucher, Q.c., E. Blanshard Stamp, and Alan Orr (Solicitor, 
Inland Revenue); F. Heyworth Talbot, Q.c., and John Creese (Hempsons). 


M. M. HILi 


Barrister-at-Law. 


Industrial Dermatitis 


A WORKMAN employed from May to August, 1955, on 
demolition work involving dust, dirt, oil, and grease 
developed a form of dermatitis. 

He saw his own doctor on Aug. 24, 1955, who prescribed a 
paint with which the workman coated all the affected parts. 
On Aug. 30 his doctor sent him to a skin clinic with a letter as 
follows : 

“This man started off with a condition resembling cheiropom- 
Pholyx of his hands. It has now spread to his arms and body and 
despite treatment with Pig. Magent. and Dibistin the lesion 
Progresses,”’ 

At the clinic, still coated with the red paint, he was seen by 
three skin specialists. Thereafter he had dermatitis intermit- 


tently and was again seen by the three specialists at the clinic 
in 1958, their views as to the nature and origin of the disease 
varying. Later his disability for work increased and he sued 
his employers, claiming that as the nature of his work was 
liable to cause the disease their failure to provide proper 
washing facilities as a preventive was a failure in their duty 
to him. 

At the hearing of his suit the three skin-clinic specialists 
gave evidence for the employers. The workman said that 
the disease started on the back of one hand and then 
spread right over his body. The Lord Ordinary in Scot- 
land held that on balance of probabilities the disease 
must be attributed to the employers’ failure to provide 
proper washing facilities, and he assessed the damages at 
£3000. On appeal the Court of Session assoilzied the 
employers on the ground that on the evidence the workman 
had failed to prove any connection between his disease 
and the work he had been doing. The workman 
appealed to the House of Lords, which allowed his 
appeal. 

Lord REID, with whom Viscount SIMONDs agreed, 
said that the opinions of the three specialists who gave 
evidence for the employers was that the kind of derma- 
titis which they diagnosed was not caused by the nature of 
the work. The workman’s answer was that those opinions 
were based not on their own observation but on inadequate 
or misleading information supplied to them. 

Most of the difficulty in this case had arisen from the term 
*‘ cheiropompholyx ”’, which appeared to be used and under- 
stood in different ways. An examination of the evidence made 
it clear that in 1955 owing to the coating of red paint the three 
specialists had had no opportunity to form independent 
opinions but had adopted the general practitioner’s diagnosis of 
“‘cheiropompholyx”” and had not themselves diagnosed 
that condition. The fact that the specialists had such 
different views about this case showed that it could not be 
typical. 

The workman had never suffered from dermatitis before he 
was exposed by his employers to conditions liable to cause that 
disease. His original symptom—an outbreak on the back ef his 
hand—was admittedly typical of industrial dermatitis. His own 
doctor’s use of the term “‘ cheiropompholyx ” to describe a 
condition which started in that way had misled the specialists 
at the clinic into thinking it had started in a different way; and 
that misunderstanding had continued to influence their view 
throughout. 

When a man who had not previously had a disease 
contracted it after being subjected to conditions likely to 
cause it, and showed that it had started in a way typical of 
disease caused by such conditions, he established a prima 
facie presumption that his disease was caused by those 
conditions. The facts proved in this case established such 
a presumption, and the employers had failed to displace 
it. The appeal should be allowed. 

Lord CoHEN and Lord Hopson concurred. 

Lord GugEsT, also concurring, said that the evidence of 
the doctors on both sides disclosed a remarkable diversity 
of medical opinion; but this was not a medical question 
in the sense that it was necessary to decide which body of 
medical opinion was right. Regarded as a question of fact, 
it was more probable that the workman contracted the 
disease in his employment than that he did not. 


Gardiner v. Motherwell Machinery and Scrap Company Ltd. House 
of Lords (Viscount Simonds, Lord Reid, Lord Cohen, Lord Hodson, 
and Lord Guest). July 7, 1961. Counsel and solicitors: Gordon Stott, Q.c., 
and Ian MacDonald, of the Scottish Bar (Campbell, Hooper & Todd, for 
Harold Dykes & Co., Glasgow, and Courtney & Co., Edinburgh); I. H. 
Shearer, Q.c., and W. A. Elliott, of the Scottish Bar (Blakeney & Co., for 
Biggart, Lumsden & Co., Glasgow, and Campbell Smith, Mathison & 
Oliphant, Edinburgh). 

M. M. HILL 


Barrister-at-Law. 
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A Running Commentary by Peripatetic Correspondents 


For the last twenty-five years I have been coming at intervals 
to London—partly on holiday and partly on a busman’s 
holiday to see my surgical colleagues operating. Each time I 
leave with the same feeling of irritation and frustration. 
Among the great centres of medical education London must 
rank high for time-wasting. Each day operation lists are sent 
to the Royal College of Surgeons, to B.M.A. House, and to the 
Royal Society of Medicine. They are made up late on the 
previous day and arrive by the first post on the morning of the 
operation session. The eager visitor is thus far too late for the 
morning operations, at least if he takes the posted times 
seriously. It is some time before he realises that these are only 
token times. He rushes off, breakfastless, cursing the delays of 
public transport (when he has not a car with him), and arrives 
breathless at St. Patrick’s hoping to be in time to see the second 
operation on Mr. Skinner’s list. What he finds quite often is an 
anesthetist standing around disconsolately and sisters and 
registrars twiddling their thumbs. Mr. Skinner is late because 
(I suggest unkindly) he has probably been operating on a 
private case. When he finally gets down to his operation it is 
always a work of art and worth the vexation and the rush. But 
inevitably lunch engagements and arrangements for the after- 
noon go by the board. 

The eager visitor is faced with further frustrations in the jet 
age. He wants to see Mr. Skinner performing. He has come 
from the back-blocks with this as the highlight of his visit. 
But Mr. Skinner is off to Chicago to deliver a lecture which he 
gave last week in Barcelona and the week before in Pakistan. 
Ah, well, there is always Mr. Pilkington-Brown. But Mr. 
Pilkington-Brown is in Australia. It is a curious inversion of 
medieval times. Then it was customary for students to move 
from Montpellier to Paris, to Amsterdam, to Padua, to sit at the 
feet of famous teachers. Now it is the teacher who flits from 
continent to continent. 

The situation calls for a kind of surgical Guide Michelin. 
Three forceps for Mr. Smith at the Far Western Hospital who 
operates at the stated time and stays put in London long enough 
to teach his students and his juniors. One blunt scalpel for 
Mr. Pilkington-Brown who isn’t quite sure whether he was 
in Yugoslavia or in Peru last week talking about his new opera- 
tion which involves the use of three clamps instead of two. 

* * ~ 

Transgressing the Pennines at an unusually early hour, I 
found myself in a railway carriage which was clearly on its way 
to the museum at York, but was being compelled by the iron 
hand of Dr. Beeching to work its passage with a few fare- 
paying types. There were library facilities in the shape of a 
two-day-old paper; but there was neither hot nor cold in a 
place where one might have expected both, an old empty jug 
being the nearest approach to a locum for either. 

* a 


Seamus has been watching with the closest concern recent 
developments connected with the possible entry of Great 
Britain into the Common Market. A Francophile in principle, 
he said to me the other day: ‘‘ Sure an’ nobody’s more pleased 
than meself to see France doin’ so well. I like to see the Gallic 
cock crowing again. But ye’d better see that it doesn’t use 
Britain for its dunghill. Ye’ve a fertile little country. What 
with the American Eagle, the German Eagle, and that barnyard 
fowl across the water, though, ye’d better watch out not to get 
too much guano everywhere. Mammals are better for the 
flowers, me boy, remember that.” Seamus’s imagery some- 
times makes me wonder whether the Irish influence in world 
politics is always for the best; but it certainly makes for interest. 

* * * 
A scholar of Gonville and Caius, 
Contracted a lethal disaius. 
His thoughts became pious 
With penitent bias, 
Praying, “‘ Don’t send me down, if You plaius.”’ 


LIMITATIONS OF MEDICAL CARE 
ATTRIBUTABLE TO MEDICAL EDUCATION 

S1r,—If you want people to reach the wrong conclusion, 
you must first supply them with misleading information; 
this is a device of Admass. It has been used, uncon- 
sciously but successfully, by Professor McKeown (July 1), 
He pictures the teaching hospital as a place in which the 
patients are highly selected, and from which mental and 
long-term illnesses are “‘ virtually” excluded. There is, 
of course, sufficient truth in this to make it plausible; but 
it ignores the fact that most teaching hospitals are also 
local hospitals, with large unselected outpatient clinics 
and a high proportion of emergency admissions. Although 
two decades of inattention has left them with facilities 
which are generally inadequate, and sometimes deplorable, 
they are at least medical communities with a tradition of 
good practice; and their defects will not be overcome by 
submerging them in a medical morass, whose size is 
limited only by the boiler-room or the laundry. 

The object of medical education is to enable young 
men and women to give personal care to their patients 
and to understand the scientific principles on which medi- 
cine is based. However difficult it may be to attain, our 
standard should be high, and undiluted by considering the 
various possible circumstances which may make it 
difficult to maintain in all countries at all times. Problems 
of the application of medical care are, in my view, secon- 
dary to a high standard of clinical care itself; they are not 
unimportant, but they should not be the focal point of 
medical education, nor should we change a well-tried 
pattern of hospital structure on the basis either of local 
surveys or of the estimated needs of medically less- 
developed countries. I hope these conservative reflections 
will not lay me open to a charge of complacency about 
medical education, which needs great changes, but not, 
I think, those advocated by Professor McKeown. 


Department of Medicine, 
The Royal Infirmary, 
Manchester. 


D. A. K. BLACK. 


FETIOLOGY OF ERYTHEMA NODOSUM IN 
CHILDREN 

S1r,—Understandably this inquiry (July 1) by a group 
of pediatricians combines the failings and merits of this 
type of project—i.e., differences of opinion healthy in 
themselves imparted to the final report a common- 
denominator quality, and certain relevancies such as the 
absence of controls were not discussed. The omission of 
controls was legitimate to the extent that it avoided 
venepunctures in healthy children but it left two 
alternative courses: (1) to take into account in the inter- 
pretation of results those observations of others which 
have shown an appreciable incidence (a) of raised anti- 
streptolysin O titres in healthy subjects, and (b) of average- 
range A.S.O. titres in patients with proved streptococcal 
infections !; and (2) largely to disregard these observations 
of others on the grounds that they did at best only 
contribute a set of unmatched controls. The second course 
was in fact adopted in the report, but not every one would 
consider this permissible, and it should perhaps on this 
account be indicated that similar conclusions would also 
have been reached had the first course been adopted. A 
representative abbreviated argument deriving from the 
first course would be as follows: 
1. ary, M. Rheumatic Fever: Epidemiology and Prevention. Oxford, 
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One group of patients (23 of the series of 82) presented 
positive tuberculin reactions and strong presumptive evidence 
of active tuberculosis. Nowadays only a very occasional child is 
expected at any fixed time to present active tuberculosis and it 
may be concluded that the skin lesion in these 23 patients was 
tuberculous. 7 of these 23 tuberculous children presented 
as.o. titres of 200 units or more. This incidence of raised 
titres is similar to that observed among healthy subjects, ® 
and it would accordingly seem more reasonable to regard these 
7 raised titres among these 23 tuberculous children as in the 
main coincidental rather than suggestive of a ‘‘ double 2tio- 
logy”. A second group of patients comprised all those (41 of 
the series of 82) in whom tuberculosis had been excluded 
(negative tuberculin reactions). A.S.O. titres were estimated in 
37 of these patients and were raised to 200 units or more in 
29 (78°, of those tested). This incidence of raised titres is 
higher than has been reported among widely collected non- 
institutional controls, higher than among the examples of 
tuberculous erythema nodosum, approximately as high as has 
been observed in acute rheumatism * and approximately as 
high has been reported among proved example of streptococcal 
infection.! These considerations suggest that the great majority 
of these examples of non-tuberculous erythema nodosum were 
streptococcal in origin. In the third, last, and smallest group 
(18 patients) were pooled the remaining patients, and the 
lesions in these were of mixed etiology. The tuberculin 
reactions were positive in all cases but active tuberculosis could 
be neither confirmed as in group 1 nor excluded as in group 2. 
The incidence of raised A.s.0. titres (8 out of 18) was neither 
very low nor very high. All that could be done was to judge 
each case on its merits, and this suggested that active tuber- 
culosis was responsible in half the cases and streptococcal 
infection in most if not all of the remainder. 


Thus, among 82 examples of erythema nodosum, 
tuberculosis seemed on this reckoning to be responsible in 
32. Among the remaining 50, streptococcal infection 
seemed to be responsible in the great majority, and these 
conclusions are similar though for different reasons, to 
those reached in the original report. 

Sheffield. T. COLVER. 
THE GENERAL PRACTITIONER 

AND THE HOSPITAL 


S1r,—Dr. James (June 24) has set up criteria of condi- 
tions of work for the future family doctor, if he is to 
survive, which are welcome at a time which is critical for 
continuation of general practice in Great Britain. There 
is, however, a disturbing feature of general practice today 
which Dr. James touches on but which, I believe, needs 
further emphasis. 


Accepting the proposition that we are now the “ family 
doctor’, rather than the “ general practitioner ”’, and that as 
such we have an important part to play in preventive medicine, 
the continuing care of the domiciliary patient rather than 
following the patient into hospital becomes of prime importance. 

This continuing care is already curtailed by the establish- 
ment of special outpatient clinics and follow-up clinics in 
Outpatients (sometimes necessary for the supervision of new 
therapeutic techniques). But with the new slogan of “ com- 
munity care’ which should enlarge the scope of the family 
doctor there is a distinct possibility that it will be further 
restricted. 

Remove from his sphere of practice the aged, the handicapped, 
and the mentally ill not in need of institutional care, and the 
family doctor will indeed become a signpost to the hospital, 
the day centre, and the physiotherapy department—via the 
consultant, of course. 


Unfortunately there are signs that the hospitals will take over 

2. Bywaters, E. G. L., Isdale, I., Kempton, J. J. Quart. . Med. 1957, 

3, Dagnet, Gite: in Rheumatic Fever (edited by R. Cruickshank and A. A. 
Glynn); p. 78. Oxford. 


much of the staffing and the running of the facilities for the 
mentally ill who will be transported long distances to day 
centres in hospital grounds, away from the health visitor and the 
family doctor; if the same pattern is adopted for the geriatric 
centres and the child and parent guidance clinics the family 
doctor will find the continuing care of a vast section of his 
patients an impossibility. (Will he be asked to look after them 
at night and weekends when the day centres are shut ?) 

The local authorities are reluctant, out of the block grant, to 
provide the necessary facilities for the care of these patients; 
as Professor Titmuss indicated, a grant of an extra £10 million 
would be needed to cover their extra expenditure. Dr. James 
would doubtless support this practical measure to encourage 
local authorities to play their part in community care: will he 
also condemn the present system of remuneration of the general 
practitioner whereby payment for preventive services comes 
out of the central pool ? 

The tripartite division of the National Health Service has 
been responsible for many of its shortcomings and has obscured 
the role of the general practitioner, mainly because he has, 
through his continuing responsibility for the patient, covered up 
the gaps and lost the possibility of initiating policy. 

Dr. James provides hope that his own dictum, ‘‘ The family 
doctor is now more important than he has ever been ”’, at least 
will be true of the future. 

Birmingham. M. Barrow. 


WHAT MAKES THE PATIENT BETTER ? 


S1rR,—Dr. Meares (June 10, p. 1280) asks: “‘ What of the 
therapeutic effect of the vivid experience of the moment— 
of existence?” This question makes me wonder how 
much attention he has paid to the sudden, speedy 
improvements (and also of course the sudden worsenings) 
patients may talk about, especially when asked to do so. 


Janet! reported several such instances. Adolf Meyer fre- 
quently referred to the possibility of sudden unexplained 
changes in neurotic or psychotic states, even after many years, 
as “‘ psycholeptic ’’, but I have not been able to find a reference 
to this view in his publications. 

Psychiatrists have told me they have treated patients, 
especially manic-depressives, who have shown such rapid 
changes, but none has ventured a reasonable explanation as to 
why such phenomena are not more frequently reported. 
Certainly the possibility should always be held out to patients. 
I have not infrequently heard years later about a patient whom 
I had told he might recover slowly or suddenly, with or without 
treatment, that he had “‘ recovered ” without treatment. 

Perhaps Dr. Meares’s article will stimulate someone to report 
instances in detail. 


Montreal. W. CLIFFORD M. SCOTT. 


A NEW TECHNIQUE FOR STUDYING FAT 
ABSORPTION 


S1r,—We should like to answer the point raised by Mr. 
Walker and his colleagues (May 20) about procedure 
(April 1). 

We chose a dosage of 50 microcuries because other facets of 
the behaviour of the label, such as concentration in the blood, 
had to be simultaneously studied. There is no reason why the 
dose could not be as low as 5 microcuries. 

While we do not take exception to any of the issues raised by 
Walker et al., we should like to emphasise that the demonstra- 
tion of !84I uptake of 20°, or more in the thyroid at the end of 
24 hours can satisfactorily exclude a significant malabsorptive 
defect. This is obviously an extremely simple and practical 
procedure, and one which should be used only for screening. 
It obviates the many problems that necessarily plague pro- 
cedures dependent on accurate urine collection, and in some 
instances may serve as a check on the latter. 

The presence of a low uptake is not sufficient to make a 
diagnosis of fat malabsorption, since factors such as thyroid 


1. Boston med. surg. F. 1905, 152, 93. 
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function or previous exposures to iodides would have to be 
considered. Under such circumstances, there is no question 
that ancillary determinations of fecal and urinary ***I would be 

helpful or necessary. 
Endocrine and Metabolic Service, 

City Hospital, 

Elmhurst, New York. 

ENCEPHALOPATHY IN MICE PRODUCED BY 
INOCULATION WITH SCRAPIE BRAIN MATERIAL 


Sir,—Dr. Chandler’s preliminary communication of 
June 24 is of considerable interest because it is the first 
report of an attempt to transmit scrapie to a laboratory 
animal. Since, however, the author bases his conclusions 
on the similarity between the lesions in affected mice and 
those of scrapie, especially with reference to neuronal and 
glial changes, it is surprising that he refers only to a 
hitherto unpublished paper and not to the extensive work 
already published on scrapie lesions.1~* I should like in 
particular to draw attention to the report on the histo- 
pathology of the brain-stem of sheep affected with natural 
scrapie,* where many stages of neuronal degeneration such 
as chromatolysis, pyknosis, necrosis, and vacuolation, and 
various forms of glial changes, including astrocytic 
proliferation, were fully described and illustrated. 


-— oy en R. M. BaRLow. 


PREVENTION OF Rh HA:MOLYTIC DISEASE 

S1r,—You state (June 24, p. 1386) that there are three 
lines of approach: (a) to prevent immunisation of Rh- 
negative women; (b) to “ neutralise’ or inactivate the 
antibody already formed; and (c) to protect the foetus 
from the effects of the antibody. You also state that any 
steps to prevent immunisation must be taken at the 
** sensitising ’” stage; for once sensitisation has occurred, 
immunisation follows automatically, with any subsequent 
Rh-positive pregnancy. Actually, at this stage even a 
Rh-negative pregnancy will cause (in some cases) a steep 
rise in the titre of agglutinins in the mother’s blood— 
what bacteriologists know as the “‘ anamnestic ”’ reaction, 
which may cause many headaches among serologists and 
clinicians following the fortunes of the mother and foetus 
by serial antibody titrations. It is well known that six to 
ten days after delivery is the best time to test the blood of 
the mother for antibodies even if repeated tests during 
pregnancy have all proved negative. It seems therefore 
that some mothers themselves provide the antibodies 
which are supposed to be curative after injection. 

The protection afforded by ABO incompatibility seems 
rather doubtful when we remember that a Rh-positive group-A 
foetus may stimulate the formation of anti-Rh antibodies in the 
mother simultaneously with immune anti-A antibodies, and 
the baby may be born with defects due not to the anti-Rh 
agglutinins but to the immune anti-A substances. One may get 
a hint from the ABO group of the father when forecasting the 
probable ABO group of the foetus. Actually, the ABO group 
of the foetus can be decided before delivery by examination of 
the amniotic fluid. It is possible also that before long the 
rhesus state of the foetus in utero may be decided by an 
examination of amniotic fluid. With this knowledge we would 
be on firmer ground for a prognosis. 

In my own experience, a mother with strong rhesus anti- 
bodies, had twins. The mother was group A, one of the twins 
was group A and was unaffected, the other was group B and was 
severely affected. I have always remembered this case; one 
Bertrand, rR Carré, H., Lucam, F. Rec. . Vet. 1937, 113, 586. 

. Wight, P. A. L. F. comp. Path. 1960, 70, 7 
. Zlotnik, I. ibid. ig Naa 148. 
. Zlotnik, I. ibid. p. 


Zlotnik, & ood ng Cond. 1960, 185, 7: 
) Zlotnik, I., Katiyar, R. D. Vet. Rec. Os, 73, 543. 


M. F. STURMAN 
P. J. Roscu. 
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swallow does not make a summer, but it certainly makes you 
think. 

I have suggested the use of steroids to reduce the mortality 
for a mother who is pregnant with agglutinins and who has had 
several stillbirths in a row before the present pregnancy.! 2 
There is some encouragement for this line of treatment from 
America * though I am aware that this paper was rather dis- 
counted by Mr. D. W. James‘ who is a very shrewd critic. 
But you cannot get away from the fact that O. B. Hunter ¢ 
claims a reduction of mortality in babies to 3% and a reduction 
in the incidence of stillbirths from 17% to 5%—no mean 
result. 


St. Margaret’s Hospital, 
Epping, Essex. 


FRANK MARSH. 


TREATMENT OF LICHEN PLANUS 


S1r,—Dr. Samman (June 24) suggests that I overlooked 
the natural history of this disease in that many cases clear 
spontaneously in 6 to 9 months from the onset of symp- 
toms. Inmyoriginal paper I specifically stated that a propor- 
tion of cases undoubtedly clear spontaneously. This is well 
known and if it applied to all cases there would be no 
problem. Unfortunately one cannot tell which will do so 
and in my experience very many cases do not: it was for 
this reason that I tried ‘ Dipasic’ (isoniazid amino- 
salicylate) in the first instance. While I would be the 
first to agree that not every case responds favourably to 
dipasic, nevertheless I have not had cause over the past 
4 years to change my opinion that it is a valuable remedy 
in lichen planus. 

Because of Dr. Samman’s critical remarks I have re-examined 
the notes of my original cases with special reference to the time 
factor. Firstly, I have arranged the cases in five groups accord- 
ing to the duration of the disease before either dipasic or control 
tablets were given. The results of treatment in these groups 
are: 


Duration at time of No. of Greatly Little or 
Starting treatment cases Cured tmproved no effect 
Up to 6 weeks 4 7 1 1 
(6) (3) (..) (3) 
6 weeks to 3 months 8 yf i 1 
(5) (1) (9 (4) 
3 months to 6 months Gg 1 2 
(2) (1) (...) (1) 
6 months to 12 months se 2 1 es, 1 
(1) eR (5) (1) 
Over 12 months i i 10 2 3 5 


Figures in Sa sn Se the control ae: or 
Secondly, each patient who was cured or greatly improved 
was examined to ascertain the time which elapsed before a 
favourable response was observed. The results are shown in 
column 1 below and represent maximum times, as the patients 
were seen only at intervals of 3 weeks. The total time from 
onset of disease to cure is given in column 2: 
Average time before Duration of disease from 


favourable onset to cure 
Group response observed Average Range 
Up to 6 weeks 4 weeks 18 weeks 9-26 weeks 
(3) 55 (21) 5, (14-31) 5 
6 weeks to 3 months es m. sy 21 as 7-30 55 
uO. % (30) 5, (30) 
3 months to 6 months ie - : an 29-48 
ao)’ % (32) 5, (82) 
6 months to 12 months be ae a 74 ” 
(. ») 3 ‘es aes CF, ” 
Over 12 months Be ate S « See 7) 
” 


(<) 
Figures in parentheses represent control cases. 


The figures show quite clearly that the favourable results 
with dipasic were superior to those with control tablets. This 
was especially so in those cases of short duration. The figures 
in column 1 above indicate that irrespective of the previous 
duration of the disease at the time of starting treatment, when a 
favourable response occurred it did so in 3-4 weeks. This also 
applies to the control cases in the first group. If spontaneous 
resolution is to be invoked as an explanation then the figures 

1, Brit. med. F. 1961, i, 1682. 
2. Lancet, 1961, i, 455, 


3. Hunter, O. B. ¢. Amer. med. Ass. 1954, 159, 905. 
4. F. Obstet. Gynec. Brit. Commonw. 1954, 61, 540. 
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suggest that resolution is more spontaneous with dipasic than 
with controls! Moreover, these findings do not agree with 
Dr. Samman’s suggestion that spontaneous resolution can be 
expected in 6-9 months. The figures in column 2 above indicate 
that when treatment with dipasic is started early the total 
duration of the disease is correspondingly less. This also 
applies but to a less extent to the few cases which cleared on 
control tablets. 

10 cases (fifth group) had had lichen planus for a year or 
longer. In contrast to the 4 cases of Dr. Samman, the response 
to dipasic was not 100% unfavourable. 2 patients with dura- 
tions of 19 months and 25 years, both of whom had already had 
treatment of every conceivable variety (both conventional and 
bizarre), were cured by dipasic. Both showed an almost 
immediate improvement, the former requiring 7 months’ 
treatment and the latter 10 weeks. 3 other cases of duration 
13 months, 4 years, and 10 years respectively were greatly 
improved and at least one is probably cured. All 3 had pre- 
viously failed to show any response to treatment. 

Dr. Samman’s results were as disappointing as mine were 
encouraging. I have continued to have success with dipasic 
over the past 4 years and I believe that while its action cannot 
as yet be explained it is a useful remedy for lichen planus and 
has the added advantage over other treatments that it is not 
toxic. 


Department of Dermatology, 


Glasgow Royal Infirmary. J. O’D. ALEXANDER. 


INCOME-TAX 

S1r,—May we hope that the recent defeat in the House 
of Lords will unify the profession and direct its energies 
against the real injustice—the unfair restrictions on 
expense claims by schedule E taxpayers ? No doubt this 
will be a difficult struggle, but any success achieved would 
bring benefits to the whole of the consultant body and not 
merely to one part of it. 

Worn at last by all, the badge of schedule £ will 
become respectable and the disappointment caused by 
their Lordships’ decision will be tempered by that most 
satisfying of emotions—a feeling of unity in a just cause. 


Whittington Hospital, 
London, N.19. A. L. JAcoss. 


*,* We publish on p. 148 a report of the House of 
Lords decision.—Eb. L. 


SU-4885 IN G@DEMA 
S1r,—The successful use of aldosterone antagonists to 
treat oedema of diverse etiology '? led us to investigate 
the effects of an inhibitor of 11 $-hydroxylation, Su-4885, 
in patients with secondary hyperaldosteronism. 


This drug prevents the formation of 11 $-oxycorticoids, like 
hydrocortisone, corticosterone, and aldosterone; and precursors 
of these compounds, such as compound S (11-deoxy-17- 
hydrocorticosterone) and deoxycortone, accumulate. The 
latter is a potent sa!t-retaining steroid. So the final effect on 
electrolyte metabolism depends on the relative balance between 
decreased aldosterone production and increased secretion of 
deoxycortone. By combined treatment with Su-4885 and with 
doses of hydrocortisone or analogues suppressing cortico- 
trophin, the rise in deoxycortone is prevented, but aldosterone 
production is still decreased.® 4 

4 subjects, 1 normal and 3 with cedema from various causes, 
were treated with Su-4885 ditartrate (Ciba), containing 43% 
of free base, alone or associated with triamcinolone, hydro- 
chlorothiazide, or spironolactone. In subject 1 (normal) and 
2 (congestive heart-failure), Su-4885 given alone had prac- 
tically no effect on sodium but it increased urinary excretion of 
1, Marsico, F., De Filippis, V., Pedicini, S. Rif. med. 1960, 74, 1433. 
2. De Filippis, V., Marsico, F., Pedicini, S. ibid. p. 1516. 

3. Coppage, W. S., Jr., Island, D., Smith, M., Liddle, G. W. F. clin. 


Invest. 1959, 38, 2101. 
4. Holub, D. A., Jailer, J. W. Ann. intern. Med. 1960, 53, 425. 


potassium from 35:3 to 47:2 mEq. in one case, and 28-6 to 
41:7 mEq. in the other; but when given with triamcinolone, 
with or without diuretics, urinary sodium increased and 
urinary potassium decreased, and the potassium/sodium ratio 
of the urine fell appreciably. Patients 3 and 4 (liver cirrhosis 
with ascites) were tested with Su-4885 in the course of 
successful treatment with other diuretics, including spirono- 
lactone. The addition of the inhibitor of aldosterone synthesis 
to different combinations of diuretics gave rise to a consistent 
but variable increase of sodium and decrease of potassium in the 
urine. This was also the case when spironolactone was being 
used. The additive effect of Su-4885 and spironolactone has 
already been reported.4*® A positive response to Su-4885 in 
patients being treated with spironolactone may indicate the 
presence of circulating aldosterone uninhibited by spirono- 
lactone, and may help in adjusting the dose of spironolactone. 

If our results are confirmed in a larger series of patients, 
Su-4885 may prove to be a promising diuretic agent in 
secondary hyperaldosteronism. 


Institute of Medical Semeiotics, 
re of Naples, 
t 


aly. Vito DE FILIPPIs. 


THE PHYSIOLOGY OF THE BASAL GANGLIA 

S1rR,—I should like to congratulate you on your leading 
article of July 1 which is entitled Parkinsonism but is 
devoted largely to the physiology of the basal ganglia, 
though it does not attempt to cover the whole subject. 
I hope it will attract the attention of physiologists, because 
I think few, if any, of the physiologists of this country 
realise that the physiology of the basal ganglia has now 
reached a stage at which it is worthy of their serious 
attention. 

My own observations (now being continued with Dr. 
Hurwitz and Dr. Starkey) lead to the conclusion that the basal 
ganglia in man are concerned with the control of the centre of 
gravity, and so with all the righting reflexes properly so called, 
and all the other reactions which defend the equilibrium of the 
body—but not with the anti-gravity mechanism. Their 
activity ranges to postural fixation (which is influenced also by 
the cerebellum) and to the control of locomotion in so far as it 
is dependent on the control of the centre of gravity. From the 
point of view of physics the importance of control of the centre 
of gravity for independent locomotion is, of course, immensely 
increased with the upright posture. 

You refer to akinetic mutism. The disorders of phonation 
and articulation which occur in disease of the basal ganglia 
form a special group which we have rot yet studied in any 
detail, but from what I have seen I believe they depend on 
factors such as postural fixation of the larynx and rigidity of 
the specialised chest muscles and of the muscles of the larynx, 
pharynx, and mouth. Mutism may occur quite apart from 
akinesis, and in my opinion it is fundamentally different 
from the akinetic mutism which occurs with lesions of the 
hypothalamus. 

Perhaps it is not too much to hope that your columns 
may be seen by some of the sufferers from Parkinson’s 
disease. When I read of the sums that are being paid out 
for research by the Poliomyelitis Fund, the Multiple 
Sclerosis Society, the Spastics Society, and so on, I think 
it is a pity that those who suffer from Parkinson’s disease 
are not doing something similar in their own interest. 
Now that this field is being opened up, the work might 
fittingly receive some financial support from a Parkinson’s 
Society. Our equipment is mostly provided by the 
Institute of Neurology and the Chartered Society of 
Queen Square: our remaining immediate needs are small 
as research requirements go, but they are immediate. 


Institute of Neurology, 
Queen Square, 
London, AS. 


J. PuRDON MARTIN. 





5. Shaldon, S., McLaren, J. R. Lancet, 1960, ii, 1330. 
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FOTAL HEMOGLOBIN SYNTHESIS IN SOME 
HAEMOGLOBINOPATHIES 

S1r,—We read with considerable interest the letter by 
Dr. Mitchener and his colleagues.1 They suggest that 
hemoglobins A and F are produced and carried in 
separate erythrocytes, implying the existence of different 
“clones” of erythropoietic cells. Our previous study,’ 
and recent work using similar techniques to those 
employed by Dr. Mitchener and his coworkers, has led 
us to quite different conclusions. Since this matter is of 
considerable importance we should like to state our 
conclusions and the observations on which they are based. 
A more detailed account of this and related work will be 
reported soon. 

In the newborn infant it seems that both hemoglobins F and 
A are present within the same cell. In a typical sample of cord 
blood, over 90°, of the cells contain hemoglobin F as deter- 
mined by a modification * of the acid elution technique of 
Kleihauer et al.4 In such a sample the percentage of hemo- 
globin F as determined by the alkali denaturation technique 
ld be approximately 65°,. This strongly suggests that 
caay, if not all, of the cells contain both types of hemoglobin. 
Furthermore, it is evident from careful examination of blood- 
smears prepared by the acid elution technique, than an entire 
spectrum exists between cells staining very darkly (containing 
large ainounts of hemoglobin F) and those ghost-like cells 
resembling the erythrocytes of adults (see figure). 


Ce _ 


So 8 


Cord blood treated by the acid elution technique. Darkly staining 
cells contain hemoglobin F. 


In infants over five months of age the number of cells 
appearing to contain foetal hemoglobin is far less than the total 
percentage of foetal hemoglobin estimated by the alkali 
denaturation technique of Singer. It is evident in these 
infants that the majority of foetal hemoglobin is present in 
small quantities in cells which appear “adult” by the acid 
elution technique. 

An identical pattern to that observed in the older infants was 
found in a number of adult patients, all of whom had high 
concentration of hemoglobin F as determined by alkali de- 
naturation technique. This group included patients with 
hemoglobin F/thalassemia-minor,> chronic myelocytic 
leukemia, and congenital non-spherocytic hemolytic anemia. 

We have concluded from these observations that in the 
normal newborn and in the above disease states, foetal 
and adult hemoglobin synthesis occur within the same 
cell. In addition, the relative proportions of hemoglobins 
A and F varies greatly from cell to cell. 

1. Mitchener, J. W., Thompson, R. B., Huisman, T. H. J. Lancet, 1961, 
bein ma 4., Israels, L. G. A.M.A. F. Dis. Child., 1960, 100, 758. 
. Zipursky, A., Hull, A., White, F. D., Israels, L. G. Lancet, 1951, i, 451. 


. Kleihauer, E., Braun, H., Betke, K. Klin. Wschr. 1957, 35, 637. 
. Zuelzer, W. W., Robinson, A. R., Booker, C. R. Blood, 1961, 17, 393. 


VUE Ww 


As to the liver and spleen possibly providing particu- 
larly desirable habitats for cell lines producing hemo- 
globin F, it is our observation that in newborn babies 
suffering from severe erythroblastosis the hemoglobin F 
percentage is not increased, although much hepatic 
erythropoietic tissue is present in these newborns, 
Furthermore, Thomas et al. have shown that in vitro the 
bone-marrow of the fcetus produces more hemoglobin F 
than A.* These observations would seem to argue 
against the liver as the principal site of production of 
hemoglobin F-containing cells. 

A. ZIPURSKY 
P. NEELANDS 


J. PoLLock 
Departments of Pediatrics and Medicine, B. CHOWN 


University of Manitoba, 
Winnipeg, Manitoba. 


DRUGS USED IN THE TREATMENT OF OBESITY 

Sir,—If a reply is necessary to Mr. Knight’s letter 
(June 17) it can be very brief. 

(1) So many drugs have come to this country with glowing 
recommendations which have been shown to be over optimistic 
that I thought it prudent to wait until ‘ Filon’ had been used 
in this country before agreeing that it is totally free from 
side-effects. 

(2) Pharmacists do not carry out clinical trials though they 
sometimes cooperate with physicians who are doing so. As 
Mr. Knight knew when he offered supplies to me, two con- 
sultants in this group had already accepted supplies for this 
purpose. 

(3) There is surely no reason why the approved name, 
phenmetrazine theoclate, should not appear in the literature 
describing filon to the medical profession. 


L. G. ISRAELS. 


E. R. TALLETT 


Burnley General Hospital, 
Chief Pharmacist. 


Burnley, Lancashire. 
APPROVED NAMES 


Sir,—Mr. Launchbury (July 8) insists that organic 
chemistry is the basis of medicine. Therefore physicians 
should be content with drug names based on this science. 
There would seem to be an equally good argument for 
names based on pathology, anatomy, electronics, or even 
on our five senses which remain as essential to the 
medical art. In fact, all these things have their jargon, 
and the jargon of organic chemistry is as jawcracking and 
as meaningless to the uninitiated as any. 

When prescribing, the doctor is seldom thinking in chemical 
terms: much more often in the nomenclature of diseases. To 
prescribe sodium phenytoin for an epileptic involves an effort 
of memory. There is no association of ideas. ‘ Epanutin’ does 
start with the same syllable as epilepsy, and comes much more 
readily to mind. Similarly if I wish to increase the amount of 
salt in the urine, it is simple to think of ‘ Saluric’, but why 
should chlorothiazide occur to me ? 

A doctor, when prescribing, has many things on his mind: 
prognosis, correct dosage, the psychological approach to his 
patient, even perhaps that his fountain pen has dried up and 
the patient’s mother hasn’t stopped talking. Is this the 
moment when he should be asked to think of benzene rings ? 

What he wants above all is a name easy to memorise. The 
makers of detergents stick to monosyllables—and how wise they 
are. Many official names have anything up to seven syllables 
and are both unspellable and unpronounceable. How on earth 
are we expected to remember them ? 

Incidentally, the dispenser has a book at his side, and ample 
opportunity to look up an unfamiliar word. Let him try 
prescribing on a windy doorstep at three in the morning! 


Ashtead 
woe W. EDWARDS. 


6. Thomas, E. D., Lochte, H. L., Jr., Greenough, W. B., 111, Nature, Lond. 
1960, 185, 397. 
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COMPENSATION FOR CUPIDITY ? 

Sir,—Dr. Reynard (July 1) makes the assertion that 
“ industrial neurosis and ‘ compensationitis ’ do not arise 
in ai injured workman who is enabled to remain at work, 
without break and at the same place of work”. That 
sweeping generalisation is not always true, because in my 
experience men who sustain minor injuries yet remain at 
their normal jobs, with no loss of earnings whatsoever, do 
sometiines submit claims for damages and receive settle- 
ments out of court. This emphasises the truth of Dr. 
Miller’s remarks (June 17) to the effect that a claim for 
damages is a useful way of acquiring a capital sum which 
could not easily be obtained by other means. 


R. N. WILSON 
Medical Officer. 


Stanton Ironworks Co. Ltd., 
near Nottingham. 


LABELLING OF MEDICINES 


Sir,—Having practised the labelling of all medicine 
containers for the past twenty-five years, may I list 
the advantages and say a word about the supposed 
disadvantages ? 

Labelling allows the present-day better-informed individual 
to take an intelligent interest in his treatment and leads to 
better cooperation between patient and doctor. This co- 
operation is especially helpful in diabetes, asthma, and epilepsy, 
and in the preventive treatment of smallpox, diphtheria, 
and poliomyelitis. 

It avoids the danger of overdosage due to duplication (e.g., 
digitalis derivatives) where the patient is temporarily away 
from home. It avoids the necessity of prescribing a remedy 
which the patient already has in his possession unidentified and 
thereby avoids unnecessary expense on drugs. In cases of 
poisoning the drug can be identified more easily and quickly. 

Labelling makes a valuable contribution to working efficiency 
and economy of prescribing in a partnership, especially in a 
rural practice where it is not always possible to have the 
patient’s notes at hand—in the patient’s home, for instance. 
Much valuable time for doctor and patient can thus be saved. 

It helps the pharmacist positively to identify a remedy, the 
re-prescribing of which is in doubt, without delaying treatment 
and wasting the pharmacist’s time. 

The theoretical disadvantages listed by the Joint Formulary 
Committee, Dr. Smelt (June 17) and others have not troubled 
me in any way. Indeed the labelling of containers h.s made my 
work not only easier but also much more efficient than it would 
have been under an anonymous system. Self-medication has 
not caused difficulty; patients have not demanded remedies of 
their own choosing because relatives or friends had derived 
benefit from a certain drug; defacement of labels has practically 
Never given rise to trouble; and the recording of the name on 
the label has not been time-consuming. I can recollect only 
one neurotic patient being upset because she did not get the 
correct ointment prescribed by a dermatologist. For the Joint 
Formulary Committee to say that drugs which have been kept 
for a time in labelled containers lose their potency applies only 
to very few modern remedies; otherwise pharmacists would 
lose very heavily on their stocks, and in any case this objection 
wrongly supposes that patients commonly indulge in self- 
medication. 

The solution suggested by the Joint Formulary Com- 
mittee is unworkable and unrealistic. The Editor of 
Prescribers’ Notes ! would have rendered a greater service 
to his readers if he had made no mention of the 
Committee’s recommendations. 


Viewbank, 
Auchtermuchty, 
Fife. 


HuGH B. Murr. 


*,* The Joint Formulary Committee advised: 
; “Tf it is the wish of the prescriber that the identity of the 
1. Prescribers’ Notes, March, 1961, p. 22. 


preparation should appear on the label, he should include with 
the directions for the use on the prescription the desire¢ name 
or description of the drug. 

“For example: 


Label 
(Sig.) 


Phenobarbitone Tablets 
(strength if required) 
One to be taken twice daily. 


or 
Sedative Tablets 
One to be taken twice daily. 
“*In the absence of these specific instructions the conven- 
tional label would read: 


The Tablets 
One to be taken twice daily.” 


Label 


Ep: L, 


NEW CONCEPT OF 
CAPILLARY CIRCULATION IN BONE 

S1rR,—We should like to remove the perplexity of Dr. 
McPherson and Mr. Shaw (June 10) over our statement of 
May 20 that blood cannot go both ways in the cortical 
capillary field. It has never been demonstrated that there 
are distinct capillary field units in bone cortex permitting 
contrary flow in adjacent units. Indeed the cortical capil- 
laries appear to be uniform in their arrangement, confined 
between two surfaces, with more and larger vessels 
endosteally than periosteally, suggesting that the blood- 
flow is normally in one direction only. Our own published 
papers on cortical hemodynamics indicate that this 
direction is centrifugal. 

As to their queries concerning bone ischemia, we have 
shown in both man and rabbit, by the same methods as used in 
normal material, that there is, as Dr. McPherson and Mr. Shaw 
logically deduce, a reversal of blood-flow in bone cortex and a 
probable vascular neogenesis as well (see fig. 12 in our paper 
and also Brookes ! °). 

We must confess our disadvantage in not knowing all the 
details of the thermocouple experiments of Dr. McPherson and 
Mr. Shaw, but we feel that they have not investigated the 
hemodynamics of bone cortex, and that their findings are open 
to a very different interpretation from the one they propose. 

Their first result, ‘“‘ exercise increases medullary flow ”’, is 
completely explicable on generally accepted anatomical grounds 
without postulating any blood-flow in the cortex of bone, 
centripetal or otherwise. Exercise improves the venous return 
from muscles. The existence of numerous large nutrient veins 
issuing from bone-marrow and passing proximally between 
muscles is well known. The action of muscles on the veins 
would directly enhance blood-flow in the marrow during 
exercise, just as for similar reasons the circulation of the whole 
limb is enhanced by the pumping action of muscles. What we 
have suggested is that on the basis of a demonstrable venous 
connection between muscle and bone cortex, exercise might also 
similarly enhance cortical blood-flow proximally towards the 
heart—i.e., centrifugally with respect to the long bone itself. 
Further, any increased arterial supply to the limb as a whole 
again would have the effect of promoting marrow circulation, 
without the necessity of postulating a centripetal flow through 
the cortex of the bone; the arterial blood has easy access to the 
marrow through numerous nutrient arteries (see our fig. 11). 

As for their ligature experiments we should like to point 
out that there are sufficient arteriovenous anastomoses in the 
field supplied by the anterior tibial artery to account for venous 
filling below the site of the ligature round the femur, this 
presuming the use of fairly viscous suspensions. (In our 
experience venous filling in muscle consequent to arterial 
injection can only be avoided by paying special attention to the 
physical characters of the injection mass and the technique of 
injection.) Thereafter, the route taken by their radiopaque 
medium could have been via the genicular veins, marrow veins, 
central venous sinus, medial and lateral circumflex femoral 
veins, to the femoral vein. Their stated facts, which are all we 
have to go on, tell us nothing of cortical hemodynamics. Their 


1. Brookes, M. 7. Bone Ft Surg. 1960, 42B, 110. 
2. Brookes, M. ¥. Anat. Lond. 1960, 94, 552. 
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experiments utilising venous occlusion we can understand as 
increasing medullary pressure since venous back-pressure will 
affect marrow pressure directly through the nutrient veins. 
No judgments on this information can be made concerning 
the cortical vessels. 

Incidentally, their statement that venous occlusion, like 
exercise, increased marrow blood-flow might well be due to the 
enhanced passage of blood from the soft tissues through the 
nutrient vessels into the marrow without the participation of 
the cortical capillary network. The venous route outlined above 
could then be used to circumvent the site of occlusion. For 
these reasons, we suggest that their experiments, because of 
their design, yield no information concerning the hemodyn- 
amics of bone cortex. To interpret these findings as providing 
** convincing confirmation of our view . . . that . . . blood passes 
from soft tissues into the bone—i.e., centripetally ” is of slight 
value. It is well-known that arterial blood passes centripetally 
through the nutrient arteries into the marrow of long bones. 
The problem is the blood current in the ultimate vascular lat- 
tice of bone cortex, in normal and pathological conditions. 

Although the plan of bone circulation which we offer may 
not be the final truth, we must emphasise that it is based on 
many anatomical facts of which Dr. McPherson and Mr. Shaw 
do not appear to be aware, and not on mere speculation as they 
suggest. Their own experiments, while having intrinsic 
interest, do not in our opinion offer any evidence which 
contradicts our new concept of a centrifugal blood-flow in the 
cortex of long bones. 

We thank Professor Trueta (June 17) for his complimentary 
remarks about our researches, and would assure him that the 
methods of vascular perfusion and radiographic analysis we 
employed are far from new, nor have we ever claimed them as 
our own. These fundamental procedures were practised, in 
bone-vascular studies, almost in the same year that Roentgen 
rays became available to clinical investigators.? 4 On the other 
hand, the work of Professor Trueta and his colleagues on the 
head and neck of the femur or the rabbit calcaneum does not 
appear to be aimed at elucidating the hemodynamics of 
compact bone at the capillary level. Geiser and Trueta’s paper ® 
showing the vascular response of the cancellous bone of the 
calcaneum to tendo calcaneus tenotomy reports no vascular 
effects in the corticalis of that bone, only in the spongiosa. It 
does not entitle them to claim first experimental demonstration 
of intense vascular engorgement in compact bone consequent 
to lack of muscle action which would be relevant to an appraisal 
of Sudeck’s atrophy, nor in our opinion to suspect that it 
is a major factor in the genesis of this disease. 

More importantly, we must point out the doubtful value of 
experiments wherein the medullary blood-flow is suppressed 
by total destruction of the marrow as a whole, if the aim 
thereby is to investigate cortical nutrition in conditions similar 
to those occurring in Nature. Indeed the inner two-thirds of 
bone cortex is not killed if the principal nutrient artery of a 
rabbit long bone is ligated.? Nor need we infer from Marneffe’s ° 
suppression of the periosteal circulation (by the interposition 
of plastic foil between periosteum and cortex) that arteries 
normally enter and supply the outer third of the cortex. The 
Brookes—Harrison concept of centrifugal cortical vascular- 
isation 7 would explain this phenomenon on the basis of 
interruption of the vascular connection between cortical and 
extra-cortical circulations, resulting in severe impairment of the 
blood-flow in the outer layers of the cortex. This zone is 
composed of circumferential lamelle possessing but a poor 
longitudinal irrigation. In the deeper osteonic bone, capillary 
blood-flow would still be possible in a longitudinal sense 
permitting the blood to circumvent the obstruction to venous 
escape at the cortical surface caused by the artificially interposed 
plastic foil and accounting for the survival of the inner two- 
thirds of the cortex. 


3. Soulié, A. C.R. Ass. Anat. 1904, 6, 172. 

4. Lexer, E., Kuliga, P., Tiirk, W. Untersuchungen liber Knochenarterien. 
Berlin, i904. 

5. Geiser, M., Trueta, J. }. Bone Ft Surg. - ira 40B, 282. 

6. Marneffe, R. Acta med. on. 1951, Supp 

7. Brookes, M., Harrison, R. G. 7. Anat. on 1957, 91, 61. 





We contend that Professor Trueta’s support of the 
traditional combined periosteal and medullary arterial 
supply to bone cortex is not based on any firm demonstra- 
tion of periosteal arteries perforating and ramifying in 
compact bone. Those who have sought to show these 
structures have been surprised at their absence.*~® The 
burden of proof of a periosteal arterial supply to bone 
cortex rests on the shoulders of those who believe in its 
existence. The evidence, not only of ourselves but of 
many previous investigators referred to in our papers, 
points to the radically different concept of bone circulation 
which we delineated in our paper of May 20. 

M. BROOKES 
R. G. HARRISON. 


Department of Anatomy, 
University of Liverpool. 


TEENAGE MORALS 
S1r,—Concerning the problem posed by the steady fall 


in the age of physical puberty, Dr. Comfort (June 17) 


is not very helpful. Some of the difficulties which result 
from earlier puberty could be solved by earlier sexual 
freedom and contraceptive instruction, but other new 
problems might well arise. 

Would it not be in line with the scientific method to survey 
the results of this change of ethos in a country like Sweden. 
For example, how do the academic achievements of sixth- 
formers and university students in Sweden compare with 
their opposite numbers in Switzerland—an old-fashioned 
country ? Is family life as stable and contented ? One would 
also like to know the views of young men and women in 
Sweden on their new sexual freedom. 

P. D. H. CHAPMAN. 


Bridlington. 


VOLUNTARY ISOLATION 

S1r,—In suggesting that the Shackleton Antarctic ex- 
peditions were based on strict Naval upper-deck and 
lower-deck discipline, your annotation !° on this subject 
runs contrary to the official accounts of the expeditions, 
and the biographies of Shackleton written soon after his 
death by Mills, and more recently by Fisher. Discipline 
in these expeditions was based on leadership, which, as 
Sir William Slim has recently pointed out, depends on 
courage, will-power, and flexibility of mind. 


Kingston, H. M. L. Murray. 


Tasmania. 


FATAL MYCETOSIS DUE TO Candida albicans 


Sir,—Dr. Boyd and Dr. Chappell’s case of fatal 
mycetosis (July 1) is a timely reminder that systemic 
infections with Candida albicans are becoming more 
common. Unfortunately nystatin is not well absorbed 
from the gastrointestinal tract and cannot be given 
parenterally. 

Some years ago my colleagues and I! described two 
infants with monilial cesophagitis and pharyngeal inco- 
ordination, successfully treated with intravenous hydroxy- 
stilbamidine. Since then we have treated several other 
infants with equal success and I would now regard 
hydroxystilbamidine as the drug which is most likely to 
succeed in severe monilial infections, particularly when 
they have spread beyond the skin and gastrointestinal 
tract. 


Children’s Hospital 
Birmingham. : O. H. Wotrr. 


8. " Anseroff, N. 7 Z. Anat. EntwGesch. 1934, 103, 793. 
9. Caeiro, J. C., Mainetti, H. Prensa med. Argentina, 1932, 18, 1156. 
1% + at 1960, i, 1231. 
Wolff, O. H., Petty, B. W., Astley, R., Smellie, J. M. ibid. 1955, 
i, 991 
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LOWERING OF SERUM-CHOLESTEROL LEVEL IN 
RATS BY INTRAPERITONEAL COD-LIVER OIL 
S1rR,—It is well-established that polyunsaturated fatty 

acids given orally reduce the serum-cholesterol levels. 

But the mechanism is unknown. Bronte-Stewart } 

suggests that the serum-cholesterol response may in part 

be due to the variable solubility of cholesterol in a 

particular oil or fat, which affects the absorption of 

cholesterol from the intestine. On the other hand Lewis ? 
and Gordon et al.® observed that cottonseed oil 

(‘Lipomul ’) given intravenously depressed the serum- 

cholesterol level in man. 

Our observations on the effect of cod-liver oil adminis- 


tered parenterally to rats are of interest in this 
connection. 
Experimental hypercholesterolemia was produced by 


the Hauge and Nicolaysen* procedure as modified by 
Nicolaysen and Ragard.® A diet free of polyenoic acids, with 
10% hardened coconut fat and 1°% cholesterol added, was 
given to the mother rats from the day their young were born, 
and the young rats remained on this diet after weaning. Diet 
and water were given ad libitum. 

The rats (all females) were divided into two groups at the 
age of 85 days. Each rat in the experimental group was given 
1 g. of cod-liver oil by intraperitoneal injection of an emulsion 
prepared from 40 g. cod-liver oil, 80 ml. saline and 4 g. 
‘Tween 80’. Determinations of the polyenoic fatty acids in 
this cod-liver oil by gas chromatography gave the following 
results: 0-7°% dienoic acids, 2:8°% trienoic, 6:6°% tetraenoic, 
9-1% pentaenoic, and 10:4°% hexaenoic. The other group 
served as controls: they remained on the diet but cod-liver 
oil was not administered intraperitoneally. 

The method of Hauge and Nicolaysen ® was used for the 
serum-cholesterol analyses. Blood was sampled from the tail, 
first on the day of injection, and later at intervals of 14 days. 

The results are given in the accompanying table. It appears 
that the depression after the single 1-g. dose of cod-liver oil is a 


EFFECT OF INTRAPERITONEAL COD-LIVER OIL 





Days after injection 








Rat no. 
0 14 28 42 
| 514 209 293 447 
2 621 291 497 800 
3 122 92 136 304 
4 281 105 293 248 
5 725 323 386 354 
6 259 77 71 100 
7 607 420 513 455 
8 465 164 323 198 
9 337 115 189 402 
10 | 650 447 353 168 
11 564 262 825 836 
12 376 251 220 191 
13 502 250 207 174 
14 518 163 289 272 
Averages 467 + 45:7 | 226 +313 3284506 | 354+460-0* 
% depression a 48:8 +42 ‘a 
Body-weight (g.) 1154 42 129 + 5: 0 141+ 33 142 4 $5: 1 
15 untreated control rats: | 
Serum-cholesterol (av.) 439 +579 400448-2 4104-72:1 | 457+69-2 
Bodyweight (g.) 114433 121+42:8 12443-7 127+3-9 





* Standard error of the mean. 
constant occurrence, and it follows irrespective of the pre- 
treatment level of the serum-cholesterol. It also appears that 
the effect is temporary; the cholesterol tends to return to the 
initial high level. 

The depression at 14 days was about 50%, a value corres- 
ponding closely to that observed by Nicolaysen and Ragard ® 
after daily administration of 40-80 mg. cod-liver oil by 
mouth. In another series of experiments the same effect 
was observed. 

Bronte- -Stewart, B. Fed. Proc. 1961, 20, 127. 

Lewis, B. Lancet, 1958, i, 1090. 

Gordon, H., Wilkens, J., Brock, J. F. S. Afr. med. ¥. 1958, 32, 549. 
Hauge, J. G., Nicolaysen, R. Acta physiol. ee 1959, 45, 19. 


Nicolaysen, R., Ragard, R. 7. Nutr. 1961, 73, 2 
Hauge, J. G., Nicolaysen, R. Acta physiol. pot 1958, 43, 359. 


SPW | 


We conclude that an important part of the cholesterol- 
depressive effect of polyunsaturated fatty acids is due to a 
postabsorptive action of the acids on _ cholesterol 
metabolism. 


Johan Throne Holst’s Institute 
for Nutrition Research, 
University of Oslo, Norway. 


FREDRIK C. GRAN 
RAGNAR NICOLAYSEN. 


INTRAVENOUS PYROGEN TEST: 
DOSE 
S1r,—In our paper! on pyelonephritis, we described 
the use of Pears and Houghton’s technique ? in which 
pyrogen (Wander’s ‘ Pyrexal’) is administered intra- 
venously. Unfortunately, we stated the dose wrongly. A 
corrigendum appeared a week after but I believe it was 
not seen by some readers who intend to use the technique. 
We would be grateful, therefore, if we could draw attention 
to this mistake once more and state that the dose of intra- 
venous pyrexal should be 0:007 ug. per kg. body-weight 
and not 0-07 ug. per kg. 


A WRONG 


M. S. R. Hutt 
J. A. CHAMBERS 
J. S. MACDONALD 
onder H. E. DE WARDENER. 
PSYCHIATRIC SEQUELE OF CHRONIC EXPOSURE 
TO ORGANOPHOSPHORUS INSECTICIDES 

Sir,—Dr. Gershon and Professor Shaw in Australia 
have found that chronic exposure to some organophos- 
phorus (0.P.) insecticides causes psychiatric disturbances. 
Dr. Barnes (July 8) would ignore these findings on the 
grounds that they never have been found before with the 
old internationally used 0.P. insecticides. But some of the 
insecticides used in Australia are new 0.P. compounds, 
so it is illogical to assume they will have the same effects 
as the old compounds. 

If everyone followed Dr. Barnes’s theory that new 
compounds cannot have new effects (or even that old 
compounds cannot have unrecognised effects) then we 
should still be using, and being permanently paralysed 
by, the 0.P. insecticide mipafox which in 1951 was new 
and ‘‘ above all safe for even the amateur to use ”’ and 
which was immediately withdrawn when its new and 
particular effect of causing demyelination of the central 
nervous system in man was recognised. If some of the 
new O.P. insecticides are now accepted as being psychiatric- 
ally dangerous we shall have Dr. Gershon and Professor 
Shaw and not the followers of Dr. Barnes to thank for 
averting much illness. 


London, W.1. FRANKLIN BICKNELL. 


S1r,—Dr. Bidstrup (July 8) accuses Mankind of being 
** emotional ” because he objects to the food and drink he 
swallows and the air he breathes being infiltrated with 
poison. Man is something more than a bag of salt with 
water added, and it is right and proper that he should 
feel emotional about such matters. If not, we are well on 
the way to producing cyphers, cogs, robots, instead of 
men. Is this what modern science wants? It rather 
looks like it. 

I have myself seen many cases of malaise, headache, dry 
mouth, sore eyes, &c., simply from the drift of agricultural 
sprays. Certainly I have done no “ survey ” nor drawn up any 
“* statistics ’, but one needs no great diagnostic powers to con- 
nect the lump on the forehead with the brick that has just fallen 
on it. Especially when the lumps and bricks crop up continu- 


1. Lancet, 1961, i, 3 


2. Houghton, B. J. Tis M. A. ibid. 1959, ii, 1167. 
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ally among different people in different areas. We have moved 
into farce if we pretend insecticides, pesticides, &c., are (a) not 
poisons and (4) have not poisoned people. 

Let us keep common sense in medicine, and expediency out, 
or there will soon be neither art nor science left in doctoring, 


Nether Stowey, 
‘Soaaen, C. DE W. Kitcar. 


DIET AND HEALTH EDUCATION 


S1r,—Education of the public on health and diet should 
be based on facts. Enthusiasm for a theory, or mis- 
apprehension of a danger, inay easily give rise to exaggera- 
tion and misleading information. These dangers have 
been particularly evident in the publicity given to 
coronary-artery disease and food additives. Irresponsible 
condemnation of particular foods may lead to nutritional 
deficiencies, especially in vegetarians and others who 
restrict their diet. 


The accompanying table sets out the essential ingredients 
contributed by an average intake of certain foods. Bread and 
potatoes have been included because their value is not generally 
realised. Those who wish to reduce weight are advised to “‘ cut 
out bread and potatoes ’’, whereas it should be sugar, sugary 
foods, and fats which should be reduced. An overweight person 
scared of coronary-artery disease may curtail drastically or 
completely exclude his intake of milk, butter, cheese, eggs, 
bread, and potatoes as a result of current publicity. Such a 
diet might easily lack calcium, riboflavine, vitamins A, B,, and 
C, and nicotinic acid. A vegetarian diet without dairy pro- 
ducts and eggs would in addition almost certainly be deficient 
in the essential aminoacids and vitamin B,p. 

In the United Kingdom three groups are at risk: (1) 
pensioners with restricted incomes; (2) large families with 
restricted incomes; and (3) those who slim or do not eat 
certain foods for ‘‘ health reasons ” 

The popular ideas today are that milk is a good source of 
calcium, butter and eggs bad for heart-disease, and cheese 
indigestible, and that potatoes and bread (including flour) 
are starchy foods—fattening and having little other value. 
This picture is quite misleading. Thus milk is also a good 
source of riboflavine and high-quality protein, butter of vitamins 
A and D, cheese and eggs of many essential constituents, 
potatoes of vitamin C, iron, vitamin B,, and nicotinic acid, and 
bread and other cereals of protein, calcium, iron, vitamin B,, 
and nicotinic acid. Bread and milk are indisputably our two 
most important foods. The average intake of these two alone 
provides 29°, of our energy, 39% of our protein, 66° of our 
calcium, 25°, of our iron, 36°, of our vitamin B,, 42% of our 
riboflavine, and 27°, of our nicotinic acid requirements at a 
cost of only 4s. 9d. per week. Those who think they are not 
getting enough water-soluble vitamins will usually eat more 
fruit and vegetables, whose only substantial contribution (see 
table) is vitamin C (though other vegetables contribute some 
vitamin A). Bread is easily the cheapest source of many 
essential constituents of the diet. It is not intended to decry 
the value of fruit and other vegetables (chemical analysis 


does not fully sum up the value of a food), but as sources of 
essential constituents they are expensive and not very good. 

Reduced milk and bread in the diet may lead to nutritional 
deficiencies. The most likely deficiencies, when money is short, 
are high-quality protein (essential aminoacids), calcium, iron, 
riboflavine, and other vitamins. Dairy products, eggs, and 
bread are just the foods to maintain an adequate supply of these 
constituents at a low cost. Plant protein is admittedly deficient, 
but the richness of milk and egg protein in lysine, methionine, 
and other essential aminoacids means that the 28% of our 
protein from these sources raises to a similar high nutritive 
level the protein derived from cereals and vegetables, provided 
that the two classes of foods are eaten at or about the same time. 
As binders in cooking, milk, butter, cheese, and eggs are without 
equal, and rheologically they are our most useful foods; 
not only appetising themselves, they are invaluable in making 
cheap bread and cereal dishes attractive. To advise against the 
consumption of these foods is at present not only unjustifiable 
but unwise. 

If fat intake is to be reduced, the first six foods in the table 
provide 45°, of our energy and from 34°, to 80°, of the most 
important essential constituents of our diet, while responsible 
for only 41°, of our fat intake; they cost only 9s., or less than 
a third of the average expenditure of 30s. per week on food. If 
the quantities of bread and potatoes are doubled the result is 
an almost complete diet for only 12s. per week; and all these 
foods can conveniently be bought in small units. 

Much reference is made to relationships between coronary- 
artery disease and the quantity and nature of the fats consumed, 
but there are many striking inconsistencies in this attempted 
correlation.2~> In particular, those living on dairy farms or 
estates have for years been consuming considerably more milk, 
cream, butter, and eggs than others. Is there any evidence 
that they suffer more from ischemic heart-disease ? Some of 
them would be active workers, but this would account only 
for about half the dairy-farm population. There is, however, 
much evidence that exercise, diet, heredity, and stress are the 
four major factors in coronary-artery disease. 

If we extend the present changes in the habits of executives 
and the teaching of certain schools into the future, we shall 
have healthy middle-aged men who think that they can avoid 
disease by sipping maize-oil in front of a television set or 
at a banquet, and by taking tablets or capsules while travelling 
everywhere by car. There is no evidence that in healthy people 
disease can be avoided or health improved by such methods. 

I recommend the following: 

(1) Avoid extremes, especially in eating, drinking, and sleeping. 

(2) Take a reasonable amount of a well-mixed diet, such as the 
typical middle-class diet in the United Kingdom, with a little more 
emphasis on fresh fruit and green vegetables and a little less on sugar, 
and fats from meat. 

(3) If more than 10 lb. overweight, reduce by eating less. 
H.M. Stationery 


Do not 

. Domestic Food Consumption and Expenditure, 1958. 
Office, 1 

Kummerow, F. A. ¥. Dairy Sci. 1957, 40, 1350. 

. Groen, J. Ned. melk- en Zuiveltijdschr. 1958, 12, 

. Berry, W. T. C. Mon. Bull. Minist. ~— Lab. =. e959, 18, 118. 

3 Davis, J. G. Dairy Ind. 1961, 26, 9 
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PERCENTAGE CONTRIBUTION TO DIET ? 


























. a " 
Quantity . s | are . _ | Nico- 
Food lox per | Fat Protein | Calcium Iron | Vitamin | Vitamin | bee tinic vague | Vitamin | | Energy 
week) Prorwant ! 1 | flavine acid 
per week) 

Milk (pints): all ae : 5-1 35:6 13:3 18-6 47:9 3-2 10-9 12-6 378 3:3 9-0 7:2 10:3 
Butter .. oe 6:1 12:3 18:5 0-1 0-4 0:2 17:1 sine a ie ste | aie 71 
Cheese .. 3-0 6:2 38 41 95 05 3-6 0:2 3°7 0-4 oe 1-4 1:9 
Eggs (no.) 44 16-9 33 5:3 1:8 65 73 3-2 85 0:2 5s 14-2 19 
Potatoes 55°4 14-6 0-5 4-7 1-6 9-1 5% 14-6 76 14:1 34:1 = “ged 
Bread 47-2 21:7 1-4 20-4 18:3 21:5 23°6 3-7 23-3 - | - 18-4 
107-3 40:8 53-2 79°5 41:0 38-9 54:2 61:3 41:3 43-1 | 33-9 45:1 

Other svgeeanee 31-7 17:4 a 42 43 8-0 19-6 69 38 , 4:2 19:3! 16 
Fruit .. _ 26:1 27:3 03 1-0 15 37 56 32 16 | 2:4 5 | 1:9 
44-7 03 | 52 5-8 11:7 252 | 101 | 5-4 66 526 | | 35 
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“cut out ’’ milk, butter, cheese, eggs, potatoes, and bread. Reduce 
principally sugar and meat fats. 


(4) If a smoker, smoke a pipe. 

(5) Take one hour’s brisk walk daily, or its equivalent, preferably 
in the open. 

(6) Have a principal hobby which has no connection with your 


work. 
London, W.1. J. G. Davis. 


THE HANDICAPPED 


Sir,—I read with great interest the correspondence 
which followed your editorial of June 10. The idea of a 
special centre is an excellent one, but it always seems 
bedevilled by powerfully interested groups who see too 
narrow a field. There is a tendency to think only of the 
child with ‘‘ orthopedic ”’ handicaps, or the deaf, or the 
blind, though some of these groups are already small and 
are rapidly growing smaller. The largest single group 
contains the children with intellectual handicaps. 


The work of the team at Chailey can be a lesson to us all, 
but very few of the handicapped children in South-east England 
can ever go there—there are some 10,000 children in special 
schools in London alone. The doctor to a special school can 
act as a screen to sort out the more useful recommendations, 
but too often he does not see the children before they come to 
school and, like the pediatric hospitals, he does not officially 
have much to do with adolescents when they may most need 
help. It is encouraging to see how wise some parents grow in 
learning what advice to accept and what to reject. 

What is required is some kind of Ombudsman to guard 
against the experts, and I wonder if the clinic at Johns Hopkins 
has quite the whole answer. I understand that in Eastern 
Europe there are Institutes of Defectology (it may sound better 
in Russian) designed to do this kind of thing. There is no 
doubt in my mind of the need for this synthesising approach, 
as anyone who has helped to disentangle the anxieties of parents, 
and of the children themselves, will agree. 


Public Health Department, 
County Hall, 
London, S.E.1. 


DENIS PIRRIE. 
TRIVALENT ORAL POLIOMYELITIS VACCINE AND 
COMBINED DIPHTHERIA-TETANUS-PERTUSSIS 
IMMUNISATION 

Sir,—In our earlier letters! ? and elsewhere? 4 we 
described the immunological aspects of simultaneous 
administration of oral monovalent poliomyelitis vaccine 
and combined diphtheria-tetanus-pertussis vaccine 
(DI-TE-PE). We concluded that, notwithstanding this 
simultaneous administration, none of the components 
caused or underwent immunological inhibition. 

We wish now to report our observations on synchronous 
administration of trivalent oral poliovaccine and combined 
DI-TE-PE, 

3- to 9-month-old infants were twice immunised with both 
kinds of vaccine. The trivalent live poliomyelitis vaccine was 
prepared from attenuated strains of types 1, 2, and 3. 

Immunisations and controls were as follows: 


Day Test group Control group 
Ist Immunity test Immunity test 

Trivalent poliovaccine Trivalent poliovaccine 
0:5 ml. DI-TE-PE <6 

28th Trivalent poliovaccine Trivalent poliovaccine 
0:5 ml. DI-TE-PE e 

42nd Immunity test oe 

56th Immunity test Immunity test 


We performed the immunity tests individually, by deter- 
mining the antitoxin-titres as well as the virus-neutralising- 
antibody (v.N.A.) titres of paired sera. 

Data on the development of antitoxic immunity are given in 


. Réthy, L., Maréczi, J., Joo, I. Lancet, 1960, ii, 497. 
; Kelemen, G., Réthy, L., Maréczi, J., Pacsa, S. ibid. 1961, i, 456. 

: Réthy, L., Maréczi, J., Jo6, I. Orv. Héril. 1960, 101, 915. 

Kelemen, G., Maroczi, J., Pacsa, S., Réthy, L. ibid. 1961, 102, 249. 





TABLE I--IMMUNISING EFFECT OF THE DIPHTHERIA AND TETANUS 
COMPONENTS 








| Distribution of immunity 
| 














Diphtheria Tetanus 

No. of vaccinated infants .. 46 43 
Categories of immunity: | 

0:01-0:03 A.u. per ml. i = 

0:03-0'1 A.U. per ml. AW. 1 

0-1 —0-33 A.U. per ml. ne 14 | “a 

0-33-1:0 A.U. per ml. «s 14 2 

1:0 —3-33 a.u. per ml. wa 13 10 

3-33-10-0 a.vu. per ml. ee 4 | 23 

10:0—33:3 A.U. per ml. +e wid 8 
Mean value (A.U. per ml.) 0:69 3-48 
Immune ay r oe 46 | 43 


| 


table 1. It can be seen that the immunising effect both of 
diphtheria and the tetanus components was high. In no 
instance did we find subminimal immune response. 

Data on the immunising effect of the poliomyelitis compo- 
nents are given in tables 11, III, and Iv. 

It can be seen that the efficacy of the poliomyelitis vaccine 
was essentially the same whether administered alone or together 
with DI-TE-PE. The efficacy of poliomyelitis components types 1 
and 2 was statistically perfectly homogeneous whether given 
with or without DI-TE-PE. In respect of poliomyelitis compo- 
nent type 3, the number of individuals who developed no 
immunity was higher in the synchronous tests than in the 
control group. The difference is statistically insignificant and 
probably due to the small number of tests. 

The results of these experiments justify the view that 
immunological inhibition does not arise in respect of any 
of the components if oral trivalent poliomyelitis vaccine 
and combined DI-TE-PE are given together. A similar 
observation was made in our earlier investigations on the 























TABLE II—IMMUNISING EFFECT OF POLIOMYELITIS COMPONENT, 
TYPE 1 
_ Test group Control group 
No. of members re a 15 16 
V.N.A. titres*: | 
<4... os 9 9 
4. 2 3 
16 1 2 
64 1 2 
256 | 2 } 
Titre changes during immunisation :| 
Rise .. 34 - a 4 4 
No rise, titres of 4 or more. . 2 <a 
Fall of titres of 4or more .. is 3 
Fall, final titre less than 4. . ee 2 
No demonstrable immunity 9 7 
Ratio: 
Immune/total “ 6/15 7/16 
Non-immune/total. . 9/15 9/16 





* = Reciprocal values. 











TABLE III—IMMUNISING EFFECT OF POLIOMYELITIS COMPONENT, 
TYPE 2 
— Test group Control group 
No. of members ne an 15 15 
V.N.A. titres*: 

<4 2. at 4 3 
4. 1 2 
16. 4 6 
64. 1 2 
256 5 2 





Titre changes during immunisation: 
Rise .. 2 a. - 
No rise, titres of 4 or more. . 
Fall, titres of 4 or more P 
Fall, final titre less than 4. . 
No demonstrable immunity 








NN: PA 
BNNWA 





Ratio: ; 
Immune/total 
Non-immune/total 


11/15 
4/15 


12/15 
3/15 





*=Reciprocal values. 
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TABLE IV—IMMUNISING EFFECT OF POLIOMYELITIS COMPONENT, of local ventilation is then obtained by dividing the width in inspira- 
TYPE 3 tion by the width in expiration. 

The advantages of this method over Dr. Steiner’s are that 

ai Test group Contacl gromp recordings can be made from many sites; and the local varia- 

No. of members 15 15 tions in density can be measured without a logarithmic amplifier 

V.N.A. titres*: and an image intensifier. 

<—& .. se és oe 7 | a The sensitivity of modern photomultipliers (i.e., the ampli- 

m xi ' | 3 fication coefficient) is so great (some exceed one billion) that 

ls ~ 4 the light amplifier, which is usually noisy, may be discarded, 

_e - . ol The quantity of X rays involved in our apparatus is so small 

Titre changes during immunisation:| a | that it is impossible to perceive any illumination on the screen, 

oo rise, titres of 4 or more | Hl ie even if the observer remains in darkness for a long time. 

Fall, titres of 4 or more .. a Though the voltage is 80 to 90 kV the equivalent intensity of 

Fall, final titre less than 4 4 | the X-ray output is less than '/,) mA. This reduction is due to 
No demonstrable immunity 6 4 10 

- considerable filtering out of the radiations of the tube, when 

a 7 8/15 | 11/15 the latter runs on only 1 mA. The variation in the output of 

Non-immune/total 7/15 | 4/15 electrons which occurs in X-ray tubes working at a very low rate 





= Reciprocal values. 
synchronous administration of monovalent oral vaccine 
and combined DI-TE-PE. These findings do not, of course, 
apply to other possible inhibitory interactions between 
strains of different types of poliomyelitis. 
JOZSEF MAROCZI 
Lajos RETHY 
GEZA KELEMEN 
SANDOR PAcsa. 


Human State Institute for Serobacteriological 
Production and Research, Budapest, and 
Institute of Microbiology, University Medical 
School, Pécs. 


RADIOLOGICAL LUNG-FUNCTION STUDIES 

S1R,—We were very interested in the paper by Dr. 
Steiner and his colleagues. We are quoted as having 
“studied lung-density variations during respiration, 
paying particular attention to the pulsation of the pul- 
monary arteries ”’.2~* 

The facts are somewhat different. Our first step, in 1946, 
was to devise a method of recording arterial pulsations inside 
the lung (outside the large vessels). This technique was 
described as cinedensigraphy, because the pulsatility was 
recorded by variations in the density of the X-ray photons, 
after they emerged from the thorax. The method was 
extensively applied, and we found that, in primary cancer of 
the main bronchi, pulsations were considerably diminished, 
and might even disappear, not only around the carcinoma, but 
some distance away, ard even in the other lobes. The reason 
for this suppression is not yet clear.® But the original work on 
cinedeusigraphy had nothing whatsoever to do with recording 
the ventilation. 

It was only later, in 1949,’ that we devised a technique based 
on the variations in density of the thorax after a flux of X-ray 
photons had passed through the lungs in inspiration and 
expiration. We called it statidensigraphy, because the density 
was recorded under static conditions of forced inspiration and 
expiration. 

A photoelectric cell fitted with a horizontal slit, 20 x 5 mm., 
was placed in intercostal spaces in 5 different corresponding sites on 
each side (subclavicular region; upper middle lobe; inferior middle 
lobe; inferior lateral lobe; lower lobe). 10 sites, and not 4 (as in 
Dr. Steiner’s experiment) can be examined. 

Variations in density were measured by recording a hundred- 
cycle fluorescent light, on a small fluoroscopic screen, fitted to a 
sensitive photomultiplier tube. 

Since the same amplification is used for all sites, the records are 
comparable, and the volume of air entering or leaving the lung is 
proportional to the amplitude of the hundred cycles. If recorded on 
film, exactly like an electrocardiogram, the variations in volume 
can be measured by comparing the width of the bands. A coefficient 
‘. |. Steiner, R. Ez, Laws, J. W., Gilbert, J., McDonnell, M. J. Lancet, 1960, 
tS M. Arch. Mal. Ceur, 1946, 39, 345. 

. Marchal, M. 7. frang. Méd. Chir. thorac. 1949, 3, 574. 
‘ Marchal, M., Marchal, M. T., Kourilsky, R. Int. Congr. Radiol. 1959, 
1, 548 (papers 853-4). 


« Marchal, M. R. Acad. Sct., Paris, 1946, 222, 
: Kourilsky, R., Brille, D a Marchal, M., Hatzfeld, c %, frang. Méd. Chir. 


thorac. 1953, 7, 
. Marchal, M. C.R R Acad. Sci., Paris, 1949, 228, 124. 


_ 
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is suppressed, and the X rays are unaltered. We are indebted to 
Dr. Steiner and his workers for confirming the results we 
obtained by simultaneous recording of statigraphy and 
ventilation. ® 

Recording the density fluctuations with the photo- 
electric amplifier gives reliable results; it can be operated 
so as to emit minimum radiation only at localised sites, 
The shadows of the ribs are easily ignored. Last but not 
least, it is far less expensive than their proposed method 
with the 5-inch image intensifier. 


MaurIicE MARCHAL 
RAOUL KOURILSKY. 


Ecole des Hautes Etudes 
et Clinique Médicale de l’H6pital 
Saint-Antoine, Paris, 12e. 


MALIGNANT HYPERLIP/EMIA IN INFANTS: 
ANOTHER INBORN ERROR OF METABOLISM? 
S1r,—The relation between inborn lipid disturbances 

and diverse systemic reticulo-endothelial disorders has 
been the subject of much controversy. Hyperlipzmia in 
infants with malignant reticulo-endotheliosis has not 
previously been reported. Recently, however, we have 
studied a 9-week-old boy who died of an illness character- 
ised by neutral-fat hyperlipemia, pancytopenia, and 
hepatosplenomegaly; at necropsy numerous neutral-fat- 
containing granulomatous formations were found in 
different organs. 

This boy, born in 1959, was the third child of healthy parents. 
His sister, born in 1955, died when 3'/, months old with 
hepatosplenomegaly and pancytopenia, which at the time were 
believed to have been caused by chloramphenicol. His brother, 
born in 1956, is still healthy. The patient was born at term, 
and in his first five weeks seemed quite healthy. Relapsing 
perianal abscesses, vomiting, and a high, remittent pyrexia 
then developed. He was found to have splenomegaly and 
rapidly progressive anemia, granulocytopenia, and thrombo- 
cytopenia. Blood-culture was negative. The preliminary 
diagnosis was acute reticulo-endotheliosis of the Letterer- 


Siwe type. As the serum had a milky appearance, the serum- | 


lipids were analysed when he was 7 weeks old. The following 
findings were recorded: total lipids, 1410 mg. per 100 ml.; 
triglycerides, 782 mg. per 100 ml.; 
per 100 ml.; and cholesterol, 191 mg. per 100 ml. In spite of 
treatment with various antibiotics (not chloramphenicol), 


corticotrophin, and prednisone, the boy’s condition rapidly | 


deteriorated, and he died when 9 weeks old. 
Postmortem histological examination revealed 

cellular infiltration with granulomatous formations in the liver, 

spleen, kidneys, pancreas, and testes. The cellular elements 


phospholipids, 273 mg. | 


intense 


were found to consist of lymphocytes, leucocytes, plasmocytes, | 


and histiocytes. Some, but not all, of these formations con- 
tained fat, which stained mainly as neutral fat. Phagocytosis 
of red-blood-corpuscles was seen only occasionally in the 
spleen and lymph-nodes. Some increase in reticulo- endothelial | 


8. Kourilsky, R., Marchal, M., Brille, D., Marchal, M. T., Hatzfeld, C. 
J. frang. Méd Chir. thorac. 1957, aa, 624. 
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cells was observed in certain organs. Moreover, parenchymal 
liver-cells, renal tubular cells, glia cells, intimal cells of the 
coronary arteries, and certain other organ cells contained fat 
which mainly reacted as neutral fat. Some foci of broncho- 
pneumonia were noted in the lungs. Re-examination of the 
specimens from the patient’s sister disclosed identical micro- 
scopical changes. 

Chemical examination of liver, kidney, and spleen, showed a 
slight increase in cholesterol and phospholipids and a moderate 
increase in triglycerides. In the brain, the concentration of 
triglycerides was ten times the normal. 

The serum-lipid levels in the parents and in a healthy, 
3-year-old brother were normal, both in the fasting state and 
after a fatty meal. 

Clinically this patient’s illness and that of his sister were in 
many respects like the familial type of Letterer-Siwe disease,} 
and the familial hemophagocytic reticulosis described by 
Farquhar et al.*2. Although there were histological features in 
common with these two states, both may be excluded on the 
necropsy findings. The serum-lipid pattern tallies well with 
that of essential familial hyperlipemia (Biirger-Griitz type), a 
condition which can also be excluded on the clinical findings, 
the malignant course, and the histological changes in the 
organs. As far as we know, familial hyperlipemia of the type 
now described has never previously been reported. 

The surprising finding of fairly well-developed 
atheromatous changes in the coronary arteries of a 
9-week-old infant is of great interest, and seems to us to 
corroborate the opinion that the plasma-triglyceride 
level may be more important than the plasma-cholesterol 
in the development of coronary atheromatosis. 


Department of Pediatrics, 
University of Uppsala, Sweden. 
Department of Pathology, 
University of Uppsala. 
Department of Medical Biochemistry, 


University of Gothenburg. L. SVENNERHOLM. 
Department of Pediatrics, 


University of Uppsala. H. Voss. 


TREATMENT OF HERPES ZOSTER 


Sir,—Fourteen years ago a man of over sixty consulted 
me on account of very extensive herpes zoster in the inter- 
costal area. I saw him again within a fortnight, when his 
lesions had completely healed. In the interval another 
doctor had given him an intradermal injection of 0-2 ml. 
of an influenza-virus vaccine. 

Since then, I have applied this treatment routinely, and the 
results have been very successful in all patients but 2—a woman 
and a man, both over seventy, in whom pain persisted for six 
months. The course has been considerably shortened in the 
temainder, and the patients feel much better about four days 
after the injection. 

I feel confident that this treatment curtails the illness in the 
initial phase of vesicular rash, and of malaise which affects 
the not so young, averting lengthy pain and discomfort in the 
affected parts. 

I am grateful to Dr. Ludwig Frank for the details of treatment. 


M. O. RAVEN. 


B. HAGBERG. 
G. HULTQUIST. 


Broadstairs, Kent. 


THE MEDICAL DIRECTORY 
The Editor of The Medical Directory writes: 


“The posting of the annual schedule for The Medical 
Directory 1962 to all traceable members of the profession has 
recently been completed. Any doctor who has not received 
the annual schedule, or who has mislaid it and would like to 
have a duplicate, is requested to communicate as soon as 
Possible with The Editor, The Medical Directory, 104, 
Gloucester Place, London, W.1. The full name and year of 
qualification of the doctor should be sent for identification, 
Please. 4 
1 Falk, W., Gellei, B. Acta pediat., Stockh. 1957, 46, 471. 


2 Farquhar, J. W., Macgregor, A. R., Richmond, J. Brit. med. F. 1958, 
ii, 


Parliament 





Human Tissue Bill 

IN introducing the second reading of this Bill! in the 
House of Lords on July 10 Lord NEwrTON said that, though 
short, it was important because it gave precise statutory 
authority to remarkable new operative techniques which could 
relieve pain and suffering, restore functions which had been 
lost, and even save life. 

The Bill received its second reading in the House of 
Commons over six months ago, and this delay gave Baroness 
SUMMERSKILL the unusual experience of attending the second 
reading of a Bill in both Houses. She welcomed the Bill and 
stressed that it was important that general practitioners should 
be informed of its new provisions, especially that the cost of 
transporting the body to hospital would be the responsibility 
of the hospital receiving the gift. The Royal National Institute 
for the Blind was undertaking a publicity drive, but she hoped 
that this would be supplementary to the publicity undertaken 
by the Ministry of Health. She felt that the Ministry under- 
stood the machinery of the hospitals and the general medical 
service so well that it should be primarily responsible. 

Lord AMULREE said that the Bill’s provisions for bodies for 
dissection were a great step forward. At present some medical 
schools were finding considerable difficulty in finding enough 
bodies. He thought, however, that the amount of anatomy 
ordinary doctors required during their education could in 
future be obtained from films, cartoons, and film strips and 
that full dissection of bodies could be reserved for those who 
wished to become surgeons. If this proved to be so, the need 
for bodies for dissection might decrease. But grafting was a 
form of surgery which would increase, and more and more 
use would be made of various parts of dead bodies as time 
went on. 

QUESTION TIME 
Refunds for Prescription Charges 

The total amount of National Assistance paid out for 

prescription charges this year up to April was: 


£ 
January 100,000 
February .. 96,000 
March 213,000 
April 177,000 


Refunds to people not receiv ing a ‘regular weekly allowance 
from National Assistance (excluding residents in old people’s 
homes and similar groups) and unsuccessful applications were 
as follows: 





No. of 


No. of Total 





of grants amount pm — 
7 weeks to o Jan. 31 3915 1139 2914 
4 weeks to Feb. 28... 2930 833 2662 
4 weeks to March 28 .. 6138 2114 3876 
4 weeks to April 25 11,221 3838 3953 
5 weeks to May 30 19,588 6921 4578 








The prescription charge w: was raised from ls. to 2s. per item 

on March 1. 
Children in Prison 

In the first six months of this year 27 boys under fifteen, 111 
under sixteen, and 329 under seventeen were remanded to 
prison. The figures for girls were 0, 4, and 16 respectively. The 
first remand centre in England and Wales, at Ashford, Middle- 
sex, will be brought into use this month and will serve the 
London area. 

Mental Hospital Admissions 

During November and December, 1960, in England and 
Wales 38 psychopathic patients were admitted to hospital under 
part Iv of the Mental Health Act 1959, and 16 under part v. 
During the same period there were 19,523 informal admissions 
and 4901 compulsory admissions. Of the compulsory 
admissions 4127 were for observation—i.e., for periods not 
exceeding twenty-eight days—and 774 for longer periods of 
treatment. 


"1, See Lancet, 1960, ii, 1454. 
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Obituary 





GEORGE DALZIEL 
M.C., M.B. Glasg., F.R.F.P.S. 

Mr. George Dalziel, visiting surgeon to the Western 
Infirmary, Glasgow, died on June 24 at the age of 72. 

He was born in Glasgow, where 
his father, the late Sir Kennedy 
Dalziel, was professor of surgery at 
Anderson College. He was edu- 
cated at Glenalmond and Glasgow 
University, qualifying in 1912. 
During the 1914-18 war he served 
in France and Egypt with the rank 
of major as D.A.D.M.S. He was 
awarded the Military Cross for his 
work. After the war he returned to 
Glasgow; and in 1918 he was 
appointed dispensary surgeon to 
the Western Infirmary, where he 
acted as assistant to his father. He 
was elected F.R.F.P.S. in 1923. 
He was promoted to surgeon in 
charge of wards in 1940, and he 
held this position until he retired in 1954. 

K. F. writes: 

** George Dalziel was well loved by his patients. His surgery 
was characterised by an unusually high degree of manual 
dexterity. He was particularly skilled in abdominal surgery and 
in the treatment of fractures. He was at all times most con- 
siderate and helpful to his assistants and students. He had the 
great quality of encouraging his assistants to carry out original 
work and in equal measure he devised great pleasure from the 
resultant surgery carried out by them in his wards. He was an 
enthusiastic gardener and golfer, a keen angler, and an excellent 
shot. He was well known for his kindly disposition and will be 
greatly missed.” 

Mr. Dalziel is survived by his wife and two daughters. 





Lafayette 


CONRAD VINCENT PATRICK 
M.B. Cantab., F.R.C.S. 
Mr. Vincent Patrick, senior surgeon to the Royal 
Hospital, Wolverhampton, died on July 7. 


He studied medicine at Cambridge University and St. 
Thomas’s Hospital, qualifying in 1922. He was awarded the 
Cheselden, Solly, and Clutton medals. After holding house 
appointments and a surgical registrarship at St. Thomas’s he 
took the F.R.C.S. in 1924 and soon afterwards moved to Wolver- 
hampton as surgical registrar to the Royal Hospital there. 
Later he was appointed to the staff, and he became the hospi- 
tal’s senior surgeon and was in charge of the urology depart- 
ment. He was also surgeon to the Wolverhampton and 
Midland Counties Eye Infirmary, Lady Forester Hospitals, 
and New Cross Hospital. He was a lecturer in clinical surgery 
at the University of Birmingham. 

Despite these heavy surgical commitments he took his share 
in the affairs of the region, and he was chairman of the board’s 
advisory committee in surgery. He was a knowledgeable and 
businesslike committee member, and he did much to ensure 
that the regional hospitals took their place in the partnership 
with the teaching hospitals. 

H. B. Y., one of his former colleagues, writes: 

“C. V. P. was tireless in the pursuit of the welfare of his 
patients, and demanded the highest standards and most exacting 
discipline from his juniors. This dedicated ‘ patient care’ 
brought ceaseless demands on his time and energies from all 
classes over a wide area, but such was his energy and drive that 
he was able to meet all these needs with outstanding success. 
He was always keen, interested, and eager to try new pro- 
cedures, and a great stimulus to those around him. He was a 
skilful, determined operator, who over the years had dealt with 


all the specialties, but he settled down to urology as his main 
surgical interest. His high standard and progressive outlook, 
and the width of his operative scope brought him young men in 
training in a steady stream. To those who measured up to his 
standard he proved a staunch friend, and was ever ready to take 
endless trouble to further their careers. 

** At home, Mr. and Mrs. Patrick were the ideal hosts for 
their many friends. The large happy animated gatherings on 
the lawn of his beautiful garden will always be remembered, 
Outside his work he was widely read, and keenly interested in 
golf, bee-keeping, and gardening. In his younger days he had 
raced at Brooklands and always retained his interest in fast, 
though elegant, cars. 

** It is unbelievable that we will never again see the purpose- 
ful characteristic figure of C. V. P. in the corridors, at meetings, 
or in reassuring support at the bedside. Even the manner of 
his end was characteristic of his life; knowing his days were 
numbered he tidied up his affairs with his usual personal care 
and attention. He lived fully and well and could have no 
regrets, and those who have been fortunate enough to know him 
have been enriched by their fellowship with him.” 


Mr. Patrick is survived by his wife. 


WILLIAM JOHN RAITT 
M.B. Aberd., Dipl. Psych. 


Dr. W. J. Raitt, consultant psychiatrist to the Scottish | 


North-Eastern Regional Hospital Board, died on July 3, 
the day before he was due to retire. 

After graduating M.B. in 1925 from Aberdeen University 
he became an assistant physician at Crichton Royal Mental 
Hospital, Dumfries, taking his diploma in psychiatry in 
Edinburgh in 1930. In 1936 he was appointed deputy physician- 
superintendent of the Royal Mental Hospital, Aberdeen, a 
post which he still held. He was appointed consultant psychia- 
trist to the North-Eastern Board in 1948. He had made a 
special study of the results of prefrontal leucotomy. 

A colleague writes: 

“* He was well read, knowledgeable on all subjects, and his 
advice and help were much appreciated by those who came 
in daily contact with him. As a psychiatrist he showed pene- 
trating insight and judgment, and he became well known to the 
doctors in Aberdeenshire by letter and personal contact. His 
beautiful handwriting was always a pleasure to read. 

‘** He was a man of friendly disposition who endeared himself 
to patients and staff by his quiet confidence and efficiency. 
He was familiar with every department of the hospital and 
took a particular interest in the gardens, for he was a lover of 


flowers and plants. He sought no publicity and was happy to | 


carry out his duties unobtrusively, and he enjoyed nothing 
more than to be in the bosom of his family. He had greatly 


— 





looked forward to the time when he would have leisure to | 


spend more time in his home and garden.” 
Dr. Raitt is survived by his wife, a daughter, and 
three sons. 


DOROTHY LANCASTER 
M.B. Lond. 

Dr. Lancaster, dermatologist to the Caernarvon and 
Anglesey and Clwyd and Deeside hospital groups, died 
at her home in Upper Bangor on May 7. She was 61 | 
years of age. 

As Dorothy Godden, she qualified from the London School | 
of Medicine for Women and St. Mary’s Hospital in 1926, and | 
after spending a year in Vienna studying dermatology under | 
Oppenheim she held house appointments in Bristol. In 1932 | 
she married Mr. Leonard Lancaster, who is consultant surgeon | 
to the Caernarvon and Anglesey Hospital, and went to live in | 
Bangor. She was the only physician in North Wales at this | 
time with special experience in dermatology, and from 1946 
onwards she was consultant dermatologist to the Caernarvon- 
shire and Anglesey Hospital. The department she started there 
expanded to provide a comprehensive service in dermatology 
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over a Wide area. She was elected to a similar appointment in 
the Clwyd and Deeside area. 

She was secretary and president of the North Wales branch 
of the Medical Women’s Federation, and a member of the 
International Federation of Medical Women. With them she 
travelled to Canada and the United States, where she investi- 
gated the skin manifestations of general disease. She took a 
special interest in the welfare of nurses, and was president of the 
Caernarvon and Anglesey branch of the Royal College of 
Nursing and of the Caernarvon and Anglesey Hospital Nurses’ 
Association. 

D. O. writes: 

“ Dr. Lancaster gave much of her spare time to furthering the 
interests of working women of many professions. She was also 
an accomplished needlewoman and especially enjoyed tapestry 
work. In her few hours of leisure nothing pleased her more 
than pottering about in her garden. She had a great capacity 
for friendship and kept open house. I travelled with her to 
many conferences, and she was a delightful companion and a 
most loyal and devoted friend.” 


Public Health 


Rats and Mice 

As a cause of human disease rats and mice are relatively 
unimportant in Great Britain; but, as was shown in Suffolk 
early in this century, there is no prima-facie reason why 
bubonic plague should not flourish here. On economic and 
esthetic grounds more than a very few of either is likely to be 
too many in the house, the farm, the granary, or the garden. 
The shortage of food in the late war called attention to the 
losses due to vermin, and since then the natural history of rats 
and mice has received the attention of some distinguished 
zoologists. Their findings and the application of these to the 
practical control of these destructive beasts is the subject of a 
new booklet issued by the Ministry of Agriculture, Fisheries, 
and Food.! This can be recommended without reserve both to 
the medical officer of health and to the weary practitioner whose 
evenings are disturbed by the scuffling behind the wainscot. 
As an example of sound biological knowledge applied to a 
practical end, it is outstanding. 











Appointments 





Brock, B. H., M.B. Cantab., F.R.C.s.: consultant orthopedic surgeon, 
Salisbury and Winchester hicondiadl a groups. 
Brown, J. A. H., M.D. Lond., p.T.M. & H.: consultant pathologist, Stoke-on- 
Trent hospit al group. 
CLarK, GWEN SMITHSON, 
Worcestershire. 

EMANUEL, RICHARD, D.M. Oxon., M.R.C.P.: assistant director, Institute of 
oe and honorary assistant physician, National Heart Hospital, 
~ondon. 

JENKINS, A. V., M.B. Lond., F.F.A. R.C.S.: consultant anesthetist, Birmingham, 
Selly Oz ak and sanatoria hospital groups. 
MacDonaLp, C. E., M.B. St. And., D.O.M.S.: 

Greenock Eye Infirmary. 
MITCHELL, P. C., M.C., T.D., M.B. Aberd., F.R.C.P.E.: 
Cumberland and north Westmorland. 
MonTGoMERY, J. B., M.B. Lond., F.F.A. R.C.S.: 
United M anchester Hospitals. 
NICHOLAS, P. O., M.B. Brist., D.C.H., D.P.H.: 
Street, Bentley-with-Arksey, and Tickhill. 
Manchester Regional Hospital Board: 
GILLETT, ROGER, B.M. Oxon., D.PATH.: consultant pathologist, Salford 
hospital group. 
Harry, T. V. A., M.B. Manc., D.P.M. 
Hospital. 
LINEEN, W. P., M.B. N.U.I.: 


M.B. Edin., D.P.H., D.OBST.: senior M.O., 


assistant ophthalmologist, 
consultant dermatologist, 
consultant anesthetist, 


deputy M.O.H., Adwick-le- 


: assistant psychiatrist, Whittingham 


senior casualty officer, Bolton Royal Infirmary. 


ParBHoo, A. H., L.R.C.P.I.: senior casualty officer, Blackburn Royal 
Infirmary. 

SPOONER, JOSEPH, MED. DIP. Lwow: assistant psychiatrist, Brockhall 
Hospital, Langho. 

Colonial Appointments: 

Happock, D. R. W., M.D. Lpool, M.R.C.P.: specialist (medical), 
Tangany ika. 

LosonczI, EMERIC, M.B.E., M.D. Naples, D.P.H., D.T.M. & H.: M.O.H., 


Jamaica. 
NICHOLSON, N. W., M.B. Lond., D.T.M. & H.: M.O., Tanganyika. 
LVICH, A. i.) Mi: D. Cracow, D.P.H., D.T.M. & H.: senior health officer, 
W. Nigeria. 
SAMUEL, NORMAN, M.B. Cape Town, F.R.C.S.: M.O., Tristan da Cunha. 
1. Control of Rats and Mice. By R. A. DAVIS, M.C., D.I.C. 


Agriculture, — and Food; Bulletin no. 181. 
Office. Pp. 29. 


Ministry of 
H.M. Stationery 


News 





University of Oxford 


On June 22 the degree of D.M. was conferred on Chrystal H. 
Ashton. 


University of Cambridge 


The degree of B.cHIR. has been conferred on the following: 


P. W. Adams, D. R. Aubrey, Norma M. Bassett, P. G. Beauchamp, 
R. J. E. Bellars, D. I. Bowen, J. E. Bowen, Jill B. a Sarah E. Bundey, 
G. T. Bungay, J. K. Butler, D. W. Cairns, Sonia Channell, R. H. G. Charles, 
J. R. Chesterton, J. B. Cocking, N. K. Coni, C. K. Connolly, F. B. Cookson, 
A. G. L. Corkill, A. V. Cowan, A. G. O. Crowther, R. J. Cryer, J. S. Cun- 
ningham, Christopher Dare, M. R. E. Dean, R. A. Durance, N. H. Dyer, 
G. M. Eames, A. M. Edwards, R. H. Eleady-Cole, D. E. Elgar, J. G. Evans, 
A. N. Fawcett, W. R. F. Ferguson, Hedi L. Firth, Hilary M. Fischer-Webb, 
J. A. Fixsen, O. J. “a G. J. J. Fuzzey, J. R. C. Gardham, David 
Gardner-Medwin, D. W. Gau, D. G. Gibson, C. M. T. Gleave, A. J. 
Gordon, W. D. Graham-Brown, F. R. Greenlees, George Hamber, I. W. F. 
Hanham, P. S. E. G. Harland, C. P. Heanley, E. M. Holt, R. L. Himsworth, 
R. J. Hope, W. N. Hutton, D. M. Hynes, A. E. Jephcott, E. W. L. Jones, 
T. G. Jones, A. P. Joseph, J. E. A. Knowles, H. H. M. Knox-Macaulay, 
~~ Yew Lee, John nn Gwendolen D. Loft, I. L. Mackenzie, 

Mackenzie Ross, N. Macmillan, J. R. Maltby, A. P. Manasse, 
R W. Marcuson, Jane R. PP iy A. J. B. Missen, M. C. W. Morgan, 
J. O. Morgan-Hughes, C. W. Newrick, P. J. Noble, Samiran ag Ian 
Oates, S. E. Odamtten, W. P. Ormerod, D. H. Orrell, J. P. A. Page, J. W. 
Partridge, W. M. P. Patterson, Ian Phillips, Guido Pincherle, D. M. Potts, 
T. D. Preston, R. D. Pyrah, P. H. Rees, A. B. Richards, M. T. S. Roberts, 
A. P. Rubin, J. E. L. Sales, Marian N. Sampson, J. H. Sandford-Smith, 
K. B. Saunders, G. L. Scott, P. V. Scott, W. S. Shand, E. H. Shaw, J. J. 
Shenkman, T. C. B. Stamp, Mary C. Storey, J. E. O. Sunkwa-Mills, 
A. B. W. Thomas, G. E. R. Vaughan, E. R. Verrier-Jones, P. J. Watkins, 
R. H. Weeks, J. A. B. Weston, D. G. Wilkins, H. T. Williams, Elizabeth B. 
Wilson, A. D. Wright, Irwin Ziment. 


University of London 

On Monday, July 17, at 4 P.M., at the Middlesex Hospital 
Medical School, Mortimer Street, W.1, Dr. R. L. Riley, 
associate professor of medicine at the Johns Hopkins School of 
Medicine, will give a lecture on interrelations between breathing 
and blood-flow. 


University of Sheffield 


Dr. P. E. Brown has been appointed senior lecturer in pre- 
ventive medicine and public health. 


Royal College of Surgeons of England 


On July 6 Prof. C. A. Wells, Prof. R. Milnes Walker, and 
Prof. Ian Aird were re-elected, and Mr. N. L. Capener and 
Mr. E. G. Muir were elected, members of the council. 


Prof. A. I. Darling will give a Charles Tomes lecture on 
Friday, July 21, at 3 P.M., at the college, Lincoln’s Inn Fields, 
London, W.C.2. He will speak on the selective attack of caries 
on the dental enamel. 


University of Glasgow 
On July 8 the following degrees were conferred: 


M.D.—W. F. M. Fulton (honours); E. N. Coleman, Walter Norris, 
D. A. Seaton (commendation); R. A. ‘chiawell, Alexander Laurie, Jessie 
Macdonald, W. M. McLennan. 

M.B., Ch.B.—A. H. Baillie, J. W. Dobbie, Pamela Hinton, Mukundrai 
Keshavlal Jasani, Colin MacKay, R W. Prentice (commendation); 
A. McA. Ashley, Susan A. C. Auld, Anne Bailey, Margaret I. Barbour, 
Janice M. Baskerville, A. E. Bell, C. C. Bird, Derek Bleackley, J. D. Briggs. 
Robert Brown, R. M. Butler, F. J. Byrne, William Carswell, Cecilia J. S. 
Chisholm, Eleanor M. Clarke, John Coneghan, J. C. F. Crosbie, We J.C, 
Currie, Dora J. Davis, Robert Dickson, Jean H. L. Donnan, Robert Douglas, 
C. L. W. Draper, J. L. Duffy, W. B. Dunlop, G. R. ‘A. Dunn, David 
Evans, J. C. Ferguson, D. M. Fiddes, A. D. Forbes, C. D. Forbes, N. 
G. Fraser, Elizabeth A. McA. Frost, Elizabeth Galloway, I. ‘?.% Galloway, 
C. R. Gillis, M. S. Green, J. B. Grogan, John Halliday, J. B. Hamilton, 
W. M. Hannah, H. J. Heggarty, W. F. Hendry, J. C. R. owie, Margaret 
J. S. Hynd, I. F. Irvine, G. F. Jamieson, N. D. "Jarvie, A. B. Jeffrey, Helge 
Kavlie- ‘Jorgensen, Jane T. Lang, H. C. Laurie, H. S. Livingston, Easter 
Lynch, W. C. Lyon, Anne McK. McArthur, John McCurley, Archibald 
Macdonald, A. J. McEwan, A. B. McEwan, Ida J. McFadyen, Angela R. 
McGowan, D. G. McGowan, J. A. S. McGuigan, D. D. B. MacKellar, 
Anne MacKenzie, W. D. S. McLay, Hugh oa Jean F. McLean, 
N. M. Maclean, W. M. R. McLean, Jean McLellan, I. C. Macleod, A. S. 
ig geo Flora McK. Maher, Prabhat Ranjan Maiti, Felice Marcuccilli, 

S. Marson, Christopher Meehan, D. F. Miller, J. D. Miller, S. E. P. 
Milles, Victor Miller, Ruthven Mitchell, A. J. Montgomery, Thomas Morrison, 
M. J. *Muldoon, John Mulholland, J. H. Naismith, Thomas Nicol, Anne L. 
Orr, J. G. Paterson, Joan M. M. Pollock, Sreedharan Rajgopal, Janaksinh 
Khimji Ramaiya, Mary Riddington, Jean C. Rodger, D. N. Ropper, Ethel 
Rubin, D. K. R. Russell, I. S. Ruthven, Joanna M. C. Savage, June Seaton, 
W. D. Sloan, Helen D. T. Smith, J. M. Smith, Agnes R. Stevely, F. G. 
Taylor, Geraldine M. Taylor, John Thorburn, George Wallace, Sanford 
Warshauer, J. T. Watson, Sandra H. Willis, A. J. Wilson, C. P. Wilson, 
G. A. McH. Wyllie, A. G. K. Young, B. G. Young. 
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University of Aberdeen 

On July 7 the honorary degree of LL.D. was conferred on Dr. 
George Swapp. The following degrees and diplomas were also 
conferred: 


M.D.—A. L. Stalker, J. H. Wyllie (honours); P. W. Bothwell (com- 
mendation); W. N. Dunnet. 

D.Sc.—K. B. Fraser. 

M.B., Ch.B.—Anne Chew (honours); Donald Stenhouse, D. W. Proctor, 
Alexander Bruce, Anne C. S. Phillips, Margaret R. Anderson, Valerie A. 
Briggs (commendation); Ove Bang, Bryanne E. W. Barnett, E. J. Barron, 
R. J. Benzie, Sheila J. C. Brands, A. N. Brown, J. B. C. Burnett, Moh-Koon 
Chew, G. M. Cheyne, J. L. Christie, Audrey Clarke, R. G. Cooper, Hazel 
Cornforth, C. J. Cox, Neil Edward, Myrna G. Gentles, Christine P. Hobson, 
W. B. Houston, C. H. A. Inalsingh, A. C. Jackaria, J. R. Jappy, D. I. Kaitiff, 
J. M. Leegaard, G. McA. Lees, C. S. A. W. Levitt, M. W. Maclean, Helen S. 
MacRae, C. R. Madeley, Alison M. Morren, William Mowat, J. A. Oshikanlu, 
A. T. Parkinson, Manickavasagar Ramanathan, Cecilia H. Shaw, R. S. G. 
Shepherd, Sheila A. Silver, Catriona F. G. Smith, G. L. Smith, Ian Smith, 
Eleanor M. Steiner, G. W. Stephen, A. M. Suttie, Phiroza Tavadia, Geoffrey 
Waldon, Brydon Webster, E. A. Williamson, R. G. Wilson, C. McQ. 
Wiseman, Abdul Mohsin Yousof. 

D.P.H.—Patricia M. Cumming, G. L. Grant, S. MacD. Mackenzie. 


Dr. Roy Postlethwaite has been appointed to a senior lectureship in 
bacteriology, Dr. M. B. Roberts to a senior lectureship in materia 
medica (experimental pharmacology), and Dr. M. J. Williams to a 
lectureship in materia medica (therapeutics). 


University of St. Andrews 


The following degrees have been conferred: 


M.D.—J. J. A. Reid (high commendation); J. G. Grounds, Enyinnaya 
Nnochiri (commendation). 

Ch.M.—]J. S. G. Blair (high commendation). 

Ph.D.—J. S. Garrow, Ali Khogali. 

M.B., Ch.B.—A. M. Breckenridge (honours); William Gill, R. L. Doig, 
Sheldon Pass (commendation); M. N. E. Allsopp, M. E. Barker, Eileen P. 
Bland, Colin Broadbent, H. S. Brownstein, Terence Burke, R. K. Carruthers, 
H. B. Chawla, Jean A. M. Cuthill, Brian Dennison, Colin Dyack, P. S. 
Eccersley, D. D. A. Germaine, H. G. Gillies, Frederick Grubb, Dawood 

iahomed Hansrod, Olive P. Heron, Valerie M. D. Hind, Jean I. Hughes, 
Dinah Ekundayo Jarrett, M. E. Jones, Dorothy A. R. Kennedy, Patricia J. E. 
Kennedy, Yvonne L. Kerr, D. J. Kirkpatrick, C. M. Lamplugh, Alison A. M. 
Mackay, Alistair MacKintosh, D. C. Marshall, Beryl R. Martin, L. J. 
Millan, Margaret D. Milne, Kathleen I. P. Mitchell, Jean M. K. Mont- 
gomery, E. J. H. Moore, P. O. Morrill, Patricia E. Perry, R. S. Pinches, 
F. J. Reid, T. I. Riungu, E. A. C. Stewart, Colleen A. Sullivan, D. I. 
Thomas, J. D. Thomson, D. B. Winton. 


Conjoint Board in Ireland 

The licence in surgery and midwifery in the Royal College of 
Surgeons in Ireland and the licence in medicine and midwifery 
in the Royal College of Physicians of Ireland have been conferred 
on the following: 


Stella Adepero Adesanya, Theophilus Bardela Adesina, Gabriel Adetayo 
Akinhanmi, Abullah Gafar Al Kathiri, Ahmed Essop Bhabha, J. F. Cawley, 
Kamla Chawla, Munsamy Ponambalam Chetty, Nazir Begum Din, Rovino 
Marcus Fernando, J. D. Garry, W. P. N. Hickey, Nuala M. Kilcoyne, 
Zofia Stanislawa Kolosinska, Harith Mohamed Nasser Lamki, B. E. Lane, 
T. E. Lomas, Bernard Akinwummi Majekodunmi, Dipraj Kumar Romesh 
Mootoo, Goolam Mohamed Sirdar Mosam, Helen B. C. Murray, E. B. 
McKee, H. C. McLoughlin, Desmond McManus, D. M. K. McNeece, 
Ramdas Naran, Nabil Jamil Nasser, Su :Choi Ng, Cornelius O’Brien, 
Dhanapalan Ramsamy Padayachee, Manogram Sathasivan Padayachee, 
Jaintheelall Mohanlal Parekh, Sanjay Ramsaroop Ramkissoon, Maria 
Emilia Lourdes Cordeiro de Sa, Mohammed Basheer Sheikh, Akbal Singh, 
Sw near Shah Syed, R. M. Thomas, Johannes Petrus van Heerden, 

. J. Ward. 


University College of the West Indies 

Mr. H. Annamunthodo has been appointed to the chair of 
clinical surgery at the college in succession to Prof. John 
Gilmour. 

Mr. Annamunthodo is a graduate of the University of London and 
qualified from the London Hospital in 1946. He took the F.R.C.s. in 


1951 and the F.A.c.s. last year. At present he holds the appointment 
of senior lecturer in surgery at the college. 


Australian Medical Association 

At a meeting of the federal council of the British Medical 
Association in Australia, held in Melbourne on June 9 and 10, 
the draft constitution of the Australian Medical Association 
was approved; and it was resolved that the Federal Council 
of the B.M.A. in Australia be wound up at the end of this year 
(Med. F. Aust. July 8, 1961, p. 70). The inaugural meeting 
of the Australian Medical Association is to take place in 
Adelaide on May 19, 1962, immediately before the first session 
of the Australian Medical Congress. 


Medical Art Society 


The annual exhibition of this society is to be held at Leighton 
House, Holland Park Road, London, W.14, from July 17 to 
Aug. 5, from 11 A.M. to 7 P.M. daily (Saturdays till 5 p.m.). 


Heat-stroke in Operating-theatre 

A policeman of 44 died two hours after an operation for 
appendicitis in Park Hospital, Davyhulme, Manchester, and 
at the inquest on Monday (Times, July 11) his death was attri- 
buted to heat-stroke. The temperature in the operating- 
theatre had been 86°F and the day humid. The hospital secre- 
tary said that plans for rebuilding the operating-theatre blocks 
would not come into effect until 1970-76. The cost of tem- 
porary ventilation systems would be enormous, “and it was 
Ministry policy to go ahead with new buildings rather than 
spend capital on temporary equipment”. The coroner com- 
mented that the patient’s death was a very cruel and rare piece 
of misadventure. This situation would not occur in the ordin- 
ary English summer when there were only three or four days 
on which this sort of temperature arose. Returning a verdict 
of misadventure, the jury said that ‘‘ serious thought should 
be given to installing temporary ventilation equipment in 
existing operating-theatres ”’. 


British Diabetic Association 


The Association held a luncheon in London on July 6 in 
honour of Prof. C. H. Best, whose health was proposed by 
Dr. R. D. Lawrence. Mr. Enoch Powell, the Minister of 
Health, proposing The Association, said that, founded twenty- 
seven years ago, it was the first organisation of its sort designed 
to deal with a particular disease. It complemented and helped 
the National Health Service. There was, he suggested, a 
danger that progress so far in the treatment of diabetes might 
cloud in the public’s mind the magnitude and the urgency of 
the remaining problems. 


Social Security Agreement with West Germany 

The reciprocal social security agreement which the United 
Kingdom concluded with the Federal Republic of Germany on 
April 20, 1960, has been ratified and will come into force on 
Aug. 1. It covers the benefits provided under the schemes of 
national insurance, industrial injuries insurance, and family 
allowances. 
Radiology Conference in Africa 

The Central African Medical Association, with the support 
of the Faculty of Radiologists, is organising a conference of 
radiologists from all over Africa in Bulawayo, Southern 
Rhodesia, from May 1 to 4. There will be sections of radio- 
diagnosis and radiotherapy and it is hoped that, as well as 
radiologists, all who are interested in these subjects will attend, 
particularly surgeons and physicians dealing with malignant 
disease. Further particulars may be had from Dr. P. E. S$. 
Palmer, P.O. Box 958, Bulawayo. 


Lord Cohen of Birkenhead has been appointed a member of the 
United Kingdom National Committee for the Freedom from Hunger 
Campaign. 

Dr. Alastair Heron, director of the Medical Research Council’s 
unit of ageing at the University of Liverpool, has been appointed 
chairman of the preparation for retirement committee of the National 
Old People’s Welfare Council. 


On Wednesday, July 19, at 5.15 p.M., at the Royal Free Hospital, 
Gray’s Inn Road, London, W.C.1, Dr. Robert M. Kark of Chicago 
will speak on pyelonephritis. 

The medical group of the British Friends of the Hebrew University 
have founded a visiting lectureship in honour of Lord Cohen of 
Birkenhead. The Henry Cohen lectureship, as it will be called, will 
enable a British doctor to visit Israel each year for a few weeks and 
lecture on British contributions to medicine. 


The Society of Cardiological Technicians of Great Britain is to 
hold its annual exhibition of cardiological apparatus on Oct. 27 and 28, 
at the Londoner Hotel, Welbeck Street, London, W.1. 


Abstracts of Efficiency Studies in the Hospital Service.—The second 
set of these studies (nos. 8-13) covers: maintenance of grounds and 
gardens; document copying; medical stenographers’ department; 
medical records (1) mobile steel shelving and (2) addressing machine 
system; and the collection of swill from hospital wards. The studies 
are issued by the Ministry of Health and may be bought through 
H.M. Stationery Office. The annual subscription is 12s. 6d. (including 
postage). 














